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ABSTRACT
Skill Development in Structural and Strategic Family
Therapy: Two Models of Live Supervision
September, 1982
Janine Roberts, B.A.
,
University of Washington
M.Ed., Antioch College, Ed.D., University of Massachusetts
Directed by: Dr. Evan Imber Coppersmith
This research investigated, through case study, skill development
of family therapy trainees in a Supervisor-guided and a Collaborative
Team model of live supervision. Each approach was explicated and
processes of learning within them examined.
Before training began, supervisors detailed their objectives and
responded to an inventory of therapist skills in structural and strategic
therapy. With this information, a skill inventory, pre and post video
task, and list of methods of skill acquisition were created.
Over nine months, two training sites were observed and trainees
and supervisors interviewed. Trainees completed the video test which
measured their perceptual/conceptual skills in structural and strategic
family therapy. All trainees were rated on the skill inventory and
participants indicated for the thirty- two skills, one or more methods of
skill acquisition.
Clear differences emerged between models. While both groups
worked within a live supervision format (group of trainees with a super-
V
visor observing the trainee-therapist from behind a one-way mirror)
,
trainee group functions and supervisory behaviors which influenced group
interaction were very different.
In the Collaborative Team (or interdependent model), trainees were
designated as team members that contributed to all cases. Over time,
the supervisor's role became less central, trainees made phone-ins, and
ran brief team meetings and sessions without the supervisor. Ultimately,
trainees provided live supervision for each other.
In the Supervisor-guided (or dependent model)
,
the supervisor con-
tinued to make all phone-ins, do much of the pre-session planning with
just the trainee -therapist, and seldom used trainee interventions.
Trainees did not run sessions, brief team meetings, or seminar periods.
Methods of skill acquisition as perceived by trainees and super-
visors, supervisory ratings of trainees on the skill inventory, and per-
formance on the video task highlighted further differences between
models
.
This investigation, which appeared to be the first comparative
study of live supervision models, included discussions of research
design problems, elements to include in implementing training programs
and recommendations for further research.
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CHAPTER I
THE PROBLEM
Introduction
Through the years that psychotherapy has been taught as a disci-
pline, supervision in one form or another has been the most important
training element. In the field of family therapy, in the last five
years there has been an emphasis on live supervision as a preferred
mode of training. The major purpose of this dissertation was to ex-
plore, through a case study approach, how two live supervision models
contributed to the skill development of trainees in structural and
strategic family therapy. First, the discrete differences between two
models currently being used in the Amherst, Massachusetts, area were
identified. Field observations were conducted over a nine month
period with an emphasis on gathering information about: (1) supervi-
sory behaviors, (2) function of the trainee groups, (3) programmatic
differences, and (4) physical set-up. Data was collected on trainee
and supervisory perceptions of trainee skill development and methods
of skill acquisition. Independent raters also examined trainee
perceptual /conceptual level of skill on a pre and post video task.
Hypotheses were generated for future study of live supervision as well
as recommendations made for designing, implementing and evaluating
live supervision training programs.
1
2Statement of the Problem and Rationale
Most theorists in the study of family therapy acknowledge that
supervised clinical experience is the most important aspect of training
in family therapy, and that si:\pervision should continue as clinicians
work in the field CLiddle § Halpin, 1978). As Gurman ^ Kniskem (1978)
point out, much of the teaching of family therapy occurs in supervision.
Yet, the models of supervision that have been developed have been
idiosyncratic to the style of particular trainers with little or no
theoretical or research input into their format (Haley, 1976; Montalvo,
1973; Birchler, 1975; Weiner, 1971), Liddle § Halpin (1978) emphasize
that formal theories of supervision have not yet been conceptualized.
Recently, training in family therapy has seen a proliferation of
live supervision models with almost no study of which are effective
and for what purposes. As Garfield (1977) indicates, formal apprais-
als of training in psychotherapy that have been done have focused
primarily on the evaluation of the students by the supervisor. In 1978,
Matarazzo, in describing the possibilities for more direct communica-
tion between student and teacher with bug-in-the-ear and telephone
hook-ups, noted that ’’there have been no carefully devised programs to
measure the supervisor's presumably increased teaching effectiveness
with their use” (p. 961).
Five approaches to live supervision are currently being used
(some of these approaches are used in conjunction with each other)
:
1. An individual is supervised by a skilled therapist behind
a one-way mirror and the case is discussed afterwards.
Feedback is therefore delayed until after the session,
as are any changes in the treatment.
2. The supervisor works in the room with the trainee in a
CO-therapy approach. Generally, the supervisor is more
dominant at the beginning of the therapy, with the trainee
making more interventions as they become more competent.
Much of the learning that takes place is described as the
supervisee modelling him or herself after the supervisor.
The trainer is involved in two roles simultaneously in
this approach: supervising as well as doing therapy.
Feedback is indirect in session, and direct feedback is
delayed until after the meeting.
3. A supervisor behind a one-way mirror communicates directly
with the supervisee throughout the session with a telephone
or bug-in-the-ear hook-up. The trainee is not free to
dialogue with the supervisor (because the clients are in
the room), but sometimes he or she will leave the session
to consult with the supervisor. Specific directives are
given from the supervisor on what the trainee should do
next. Usually the supervisee and the supervisor agree
beforehand that the trainee can take the directive and
work with it in their style, unless the supervisor, who
has ultimate responsibility for the case, states that the
trainee must do something in a particular way.
4. In the Haley (1976) approach, the supervision that is pro-
vided occurs as described in (3) , but with the added
element of a group of trainees behind the mirror. The
supervisor is the only one who calls in to the trainee.
He or she does not actively solicit the advice of the
trainees behind the mirror. The supervisor and students
usually meet both pre and post session to discuss and plan
the case.
5. The team approach to live supervision is a modification of
how the Milan Group works in Italy (a group of experienced
therapists) (Roberts, 1981). The supervision comes not only
from the supervisor, but from peers that have been designated
as a team that observe all the family sessions. As the
students behind the mirror become more experienced they
devise and phone-in interventions, along with the supervisor.
Interventions such as behavioral prescriptions or rituals
are sometimes presented as coming from the entire team.
For several reasons, this study compared and contrasted the last
4two approaches described above. First, they have evolved into models of
supervision that have been written about in the literature and they are
being used in the field by international leaders of family therapy.
Secondly, they incorporate within them most of the other approaches (for
instance, using a telephone or bug-in-the-ear
,
and the trainee being
supervised by a skilled therapist). Also, both the Haley model and the
team model based on the work of the Milan Group involve training a
group of students at the same time. This provides the trainees with
the opportunity to view a range of cases and experience a variety of
therapist’s styles. In terms of the economics of supervision, this
seems like the most feasible training format. Finally, the live super-
vision model which has been developing out of the conceptualization of
family therapy of the Milan Group is on the cutting edge of a new
orientation to live supervision, as well as a new model of family
therapy. Describing and evaluating this approach helps to educate
others about its place in the field.
Purpose of the Study
This study had four main goals. First, the state of the art of
live supervision is at the point of needing to differentiate styles of
live supervision that are being practiced. References to live super-
vision are found in the literature as early as 1955 (Fleischman) . How-
ever, it was not until the 1970 ’s that live supervision was more widely
disseminated. Various articles published in the last ten years high-
light distinctive differences in live supervision models (Hare-Mustin,
51976; Dillon, 1976; O’Hare, Heinrich, Kirschner, Oberstone § Ritz, 1975;
Birchler, 1975; Haley, 1976; Montalvo, 1973; Gershenson § Cohen, 1978;
Malcolm, 1978; Olson 8 Pegg, 1979). For example, Papp (1978) describes
their team approach to live supervision at the Ackerman Institute in
New York City, based on the Brief/Strategic therapy model of both the
Mental Research Institute (Watzlawick, 1974) and the Milan Group
(Selvini, 1974; Selvini, Cecchin, Prata 8 Boscolo, 1978). This con-
trasts with the model of live supervision described by Haley (1976)
,
where the supervisor is the only person behind the mirror that offers
direction to the trainee. Yet, there have been no comparative reviews
of these or other methods of working (Liddle 8 Halpin, 1978),
This study first identified and described the discrete differences
in two models of live supervision: the Haley model and the team model
that has evolved from the working structure of the Milan Group.
A second goal was to examine the perceptions of trainees and
supervisors as to what aspects of live supervision contributed to the
skill development of family therapy trainees. This information was
collected by self-report, supervisor’s evaluations, interviews and
observation. Skill levels were corroborated by diagnostic evaluations
of trainees by experienced family therapists. Hypotheses about links
between the development of perceptual/conceptual skills of the super-
visees (Epstein 8 Levin, 1973; Cleghom 8 Levin, 1973; Tomm 8 Wright,
1979)
,
and various aspects of their supervision were presented.
A third goal was to begin to clarify the theoretical reasons for
the ways in which these two orientations to live supervision are
6structured. Most models of live supervision seem to be primarily based
on idiosyncratic beliefs of the supervisor, rather than having a solid
theoretical base.
Finally, hypotheses were generated for the future study of live
supervision. Also, at the end of the study, the writer presented
formative feedback to the agencies that participated in the study.
Recommendations were made regarding changes in the two live supervision
models that were studied.
Methodology
Two sites were chosen that use two distinct models of live super-
vision as measured by the supervisor's description of the program and
observation by this researcher. The Family Therapy Training Program at
the Osborn Clinic in Agawam, Massachusetts, run by Dr. Alexander Blount,
was selected as a site which used a Haley model of live supervision, or
as Dr. Blount called it, a Supervisor-guided model. The Family Therapy
Collaborative Team at the Psychological Services Center (PSC) at the
University of Massachusetts in Amherst, run by Dr. Evan Imber Coppersmith,
was selected as a site which used a model of live supervision based
upon the team model of the Milan Group. Coppersmith called this proto-
type a Collaborative Team model. Sites were chosen that are practicing
the same models of family therapy; structural and strategic therapy.
As much as possible, the two locations were roughly matched in terms
of numbers of hours per week that each trainee saw families, number of
supervised hours, and previous training.
7Once the two locations were identified, the supervisors were asked
for their goals and objectives for their programs. This researcher then
observed family sessions, team meetings, seminar periods and brief group
meetings at the Osborn Clinic and PSC in September, January and May.
Contact was made with the trainees before they started their
training, at the midpoint, and end of their nine month program. Infor-
mation was gathered in four different ways, as there is a need to
diversify the information base in a case study (Patton, 1980). The
four instruments were: (1) observation by this researcher and inter-
views with the trainees and supervisors, (2) skill development of
trainees as measured by their responses to a videotape task, (3) self-
report of trainees in specified areas of therapeutic skill as well as
their supervisor’s assessment of these same skills, and (4) supervisory
and trainee perceptions regarding the predominant methods by which
these skills are acquired.
An important part of this study was breaking down therapeutic
skills into specific areas to examine. Some of this work has been done
by Cleghom 5 Levin (1973) and Tomm and Wright (1979) . They have
described three skill areas in family therapy: perceptual (observation
skills); conceptual (translating observations into meaningful language);
and executive skills (therapeutic interventions). Their categories are
useful to differentiate therapeutic capabilities, however, the specific
competencies outlined by Tomm S Wright (1979) have been redefined to
fit the structural and strategic family therapy models more clearly
(see Appendix C)
.
8Significance of the Study
literature in the field of family therapy on supervision is
in its infancy. Most of the published articles are self-report and
descriptions of one program. There have been no studies published that
present comparative data on live supervision programs. Only a few
people have attempted to make comparisons between training programs
over-all (Beal, 1976; Stanton, 1975).
Methodologies of training are very underdeveloped. People do
what seems correct to them, rather than through close evaluation of
other possible models to use, evaluation of their own work, or
comparative studies of the types of training that may be possible. As
Garfield (1977) points out in a recent overview of research on the
training of psychotherapists, few studies have examined the "particular
skills and procedures used by individual supervisors". Gurman 8 Razin
(1977) emphasize that supervisees can receive evaluations that vary
widely depending on how their supervisor measures the development of a
"good" therapist. This investigation began to examine these important
issues
.
This study also offers descriptions and differentiation of two
models so that people working in the field can use them to make more
educated choices. This will increase the possibilities for general-
izability of live supervision models. Also, various aspects of live
supervision that are effective are highlighted.
In the context of training in the growing field of family therapy,
the role of live supervision needs to be more clearly defined.
Family
9therapy training continues to proliferate with little attention paid to
quality control and/or feedback on which is the best type of training.
As the profession of family therapy expands, various organizations
and licensing boards are beginning to present training requirements for
people before they are licensed. For example, the American Association
for Marriage and Family Therapy, one of the larger professional
organizations in the field, requires 200 hours of supervision in the
practice of marital and family therapy. Standards are starting to be
based on the type and hours of supervision, yet the efficacy of having
specified hours of supervision or treating a certain number of cases
has not been proven.
Limitations of the Study
There were several important limitations to this study. One is
that the subjects were already pre-selected to a large degree by
graduate school admittance processes. This means that the sample of
trainees was not random. Also, entrance reqiiirements into each of the
intern programs means that there may be a bias already toward certain
skills that the supervisors consider to be important.
Because of the small number of people that were involved in the
study, nine, the sample is only large enough to point to directions
for future work. Also, given that only two supervisors were studied,
it is not possible to generalize from this research that the ways in
which each supervisor used the models of live supervision is the
way
all supervisors in the field use the models.
10
Because the groups of trainees came from two different sites,
there may have been variables from one site to another that effected
this study that could not be controlled. The design of the study tried
to limit the impact of these variables as much as possible.
Finally, the fact that people knew they were a part of a study
might have skewed the results, as they worked harder to show that they
are good therapists and supervisors. It was necessary for the super-
visors to know the hypotheses of the study, as one of the supervisors
was the thesis chairperson of the dissertation. That, and the fact
that Amherst is a small community, invariably led to some contamination
of the study.
Definitions of Terms
1. Alliances: Two or more members of a family who are united around
a common interest or task. The issue around which they
have joined may be a positive task (parental alliance to
raise children) or a negative one (mother/son alliance to
fight father's authority).
2. Behavioral prescription: An out of session assignment that can
range from very simple, direct commands to highly complex
combinations of therapeutic double binds, reframings and
illusions of alternatives (Watzlawick, 1978).
3. Boundaries: The rules in a family defining who participates and
in what manner, as well as the separating "lines" between
generations (parent-child) and between individuals
11
(Minuchin, 1974).
4. Conceptual skills: The process of attributing meaning to observa-
tions or of applying previous learning to specific thera-
peutic situations (Tomm § Wright, 1979).
5. Disengagement: The transactional style of family systems or sub-
systems in which members tend to be distant, tolerate a
wide range of behaviors and have rigid boundaries. In
disengaged families, family support is activated only after
a great deal of stress or conflict (Minuchin, 1974).
6. Detouring: A conflict defusing interactional pattern whereby
parental conflicts are submerged as the parents present a
united front in either their support or attack against a
child (Minuchin, Rosman § Baker, 1978).
7. Enmeshment: The transactional style of family systems or subsystems
in which members tend to be undifferentiated and overly
close with diffuse boundaries. In enmeshed families, there
is a low threshold of tolerance for conflict and reluctance
to change when change is appropriate (Minuchin, 1974).
8. Executive skills: The overt intervention of a therapist in a
session and how it is accomplished, as well as the thera-
pist's affective response in a session, and the ability of
the therapist to use this response constructively to design
new therapeutic tasks (Tomm § Wright, 1979).
9. Family homeostasis: A concept denoting the continuous interplay of
dynamic forces within the family tending towards the
maintenance of an equilibrium among family members (Jackson,
12
1957) .
10. Family rules: A concept developed to study typical and repetitive
patterns of interactions which characterize the family as
more than a collection of individuals (Jackson, 1959).
11. Family systems theory; An orientation which conceptualizes the
members of a family as elements in a circuit of interaction.
It abandons the causal-mechanistic view of phenomena and
replaces it with the view that every family member in-
fluences others, but is in turn influenced by those same
members (Selvini, Cecchin, Prata § Boscolo, 1978).
12. I.P.: ’’Index" or "Identified" patient. The person in the family
who is identified as having a problem.
13. Illusion of alternatives: The appearance of a choice between two
options, i.e, asking a child if they would prefer to put
their pajamas on before or after they brush their teeth
(Watzlawick, 1978).
14. Joining: Refers to a collective set of verbal and non-verbal
techniques used by a therapist to gain entrance into the
family system in a hierarchical position of leadership
(Minuchin, 1974).
15. Live supervision: As a trainee works with a family, they are
observed at the same time by an experienced therapist
either through a one-way mirror, or by the therapist work-
ing with them in the session.
16. Metaphor; A statement about one thing that resembles something
else. It is the analogous relationship of one thing to
13
another, i.e. high as a kite (Haley, 1976).
17. Perceptual skills: The therapist's ability to make pertinent and
accurate observations.
18. Positive connotation: Referring to sympotomatic or problematic
behavior as positive or good for the purpose of supporting
the homeostatic ideal of the family (Selvini et al., 1978).
19. Reframing: To change the viewpoint or meaning ascribed to an
event, symptom, role or person, by placing it in another
context with a differing explanation for its occurrence
than is presently being given to it (Minuchin, 1974)
.
20. Ritual: An action or series of actions, usually accompanied by
verbal formulas or expressions, which are to be carried out
by all members of the family (Selvini et al., 1978).
21. Strategic family therapy: Models of assessing and working with
families which look at homeostasis and change by concentra-
ting on the repeating sequences of interaction. Change is
thought to come about by changing important family rules,
or by small changes in feedback loops which lead to pro-
gressively larger changes, This paper differentiated three
models of strategic family therapy.
22. Structural assessment: An analysis or diagnosis of a family's
interactions in its current context (Minuchin, 1974).
23. Structural family therapy: A model of assessing and working with
families which emphasizes the organizational aspects of
family hierarchy, subsystems, alliances and coalitions.
14
Change is thought to come about by shifts in these organi-
zational patterns.
24. Subsystems: Divisions in families determined by the tasks, sex,
functions, and/or generations.
CHAPTER II
REVIEW OF RELATED LITERATURE
Organization of the Chapter
This chapter is divided into two main parts. The first half
describes the four family therapy models that the trainees were learning
and using. The second half reviews the literature on live supervision
methods of training students in these four theoretical approaches.
The two programs that were studied have as a base, four different
models of systems family therapy: the structural family therapy model
of S. Minuchin; the strategic Brief Therapy model of the Mental Research
Institute (MRI) ; the strategic Long Brief Therapy approach of the Milan
Group; and the strategic model of J. Haley of the Family Therapy Insti-
tute of Washington (FTIW) . The first part of the chapter has three
emphases. It opens with a discussion of the six commonalities that the
three strategic and the structural family therapy model share through
their common links to general systems and communications theory. Then,
the models are described and the skills that trainees need to work
within them are elucidated. All four ways of working are contrasted in
a chart at the end of this section in terms of initial contact, joining,
structure of sessions, interventions, homework, therapeutic goals,
theories regarding change, supervision and team approach. Besides
description, this part of the paper has the function of differentiating
these systems models from one another; work that has just begun in the
field.
15
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Following the chart, there is a discussion highlighting the
differences of the models. This part is intended as a working document,
to encourage dialogue about the various therapeutic positions of these
four perspectives.
The second half of this review focuses on the development of live
supervision models in family therapy training in the United States that
have been used to train students in the structural and strategic
approaches. This part is divided into three sections. First, the evo-
lution in supervision in psychotherapy is traced from the traditional
self-report format to live supervision. Next, literature that describes
how live supervision is used in the field is covered, as well as
articles explicating the theoretical underpinnings for the structure of
live supervision. Some attention is paid to the effects of group super-
vision, since most live supervision is done in small groups. The final
section reviews the few studies that have tried to assess the develop-
ment of trainees in family therapy programs. Little research has been
done in this area, and almost none in the area of live supervision.
Commonalities of Strategic and Structural Family Therapy
Structural and strategic family therapy have links in common to
communications and general systems theory 1979a). Before
examining each therapeutic model, six important commonalities based on
their shared theoretical foundation will be discussed:
1. Systems view of family interaction.
2. Change as a function of shifts in interactional patterns.
17
3. Communication in the present, behavior as ahistorical.
4. Power of the therapist.
5. Homework as an extension of the therapy.
6. Use of the language of the client and family.
These six positions have also had a significant impact on how
supervision has been structured in teaching these models. This will be
looked at in the second half of this chapter,
1
. Systems view of family interaction
.
Both strategic and structural family therapy models posit that to
a large extent, interpersonal transactions govern the behaviors of
individuals within the family (Minuchin, Rosman S Baker, 1978, p. 10)
(Watzlawick, Weakland § Fisch, 1974, pp. 16-17). Therefore, there is an
emphasis on examining the organization of the family, looking at family
rules (as opposed to just roles), and learning the predominant patterns
of interaction in the family. The emphasis is on process as opposed to
content. There is a shift from traditional models of intrapsychic
causation, to looking at what function the symptom or problem plays in
the whole family.
2 . Change as a function of shifts in interactional patterns (as opposed
to change coming from insight) .
Very few behavioral and social changes are preceded by insight
into their causes, because insight does not necessarily have any rela-
tionship to the solution of a problem. In fact, a change in a pattern
in the present is more likely to change the meaning and power of the
past. Insight may therefore be the outcome of a change in interactional
patterns (Minuchin et al., 1978, p. 90) (Watzlawick et al., 1974, pp.
83-87)
.
18
What is asked instead of why. "We find that in deliberate inter-
vention into human problems the most pragmatic approach is not the
question why? but what ?; that is, what is being done here and now that
serves to perpetuate the problem, and what can be done here and now to
effect a change?" (Watzlawick et al., 1974, p. 86).
3. Communication in the present, both verbal and nonverbal, and behav-
ior seen as ahistorical .
Sessions focus on the here and now, not on past traumas or hurts.
Since change is a function of new patterns in the family system in the
present, it is not important to "find" an event in the past, or pinpoint
a particular person that is "causing" the problem. Rather, it is
necessary to actualize family transactions in the therapy sessions so
that interventions can be designed to change them (Minuchin et al.,
1978, p. 90).
In fact, several events could probably be designated as "causing"
a problem. "In a circular and self-modifying system, 'results’ (in the
sense of alteration in state after a period of time) are not determined
so much by initial conditions as by the nature of the process, or the
system parameters. Simply stated, this principle of equifinality means
that the same results may spring from different origins, because it is
the nature of the organization which is determinate" (Watzlawick,
Beavin 8 Jackson, 1967, p. 127).
4 . Therapist is very powerful and is responsible for providing
direct_^
19
planful interventions for the family
.
(Weakland, Fisch, Watzlawick 5
Bodin, 1974, pp.. 145-6) (Minuchin et al., 1978, p. 86).
Since a family system creates repetitive patterns governed by
negative feedback to help it run efficiently, active interventions are
needed that will push the family to a new homeostasis. Interventions
in both the strategic and structural models are very active, yet they
differ widely in their styles.
5 . Homework is given for the family or various individuals to do
between sessions for restructuring and extending the influence of the
therapy
.
(Minuchin, 1974, pp. 151-2) (Weakland et al., 1974, p. 158).
Homework is given to carry the change from within the session over
to where it is most important, the family’s day to day world. Also,
the homework interventions provide the system with time for action and
reaction, to research a new homeostasis.
As noted in the history of communications theory (Roberts, 1979a)
directives are very powerful interventions in hypnotherapy. The idea
of homework for both models seems to have been derived from this.
6. Use of the language of the family (Minuchin, 1974, pp. 122-124)
(Watzlawick et al., 1974, pp. 104-113.
The therapist uses the client's language, both literally and
metaphorically, paying attention to their style of communication, using
their actual language, and identifying their values, fears and
prejudices, i.e. their world view. This is very different from the
therapist teaching a client a new language based on the therapist's
theories, which can take a long time (as in psychotherapy). Interven-
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tions are presented to an individual or family in a form which uses
their world image. For instance, if a family came in speaking the
language of growth and encounter groups - "positive strokes, cold
pricklies, letting my 'child* flow instead of my 'parent' etc.,"
the therapist would join with the family system by using this same type
of language.
Changes are presented to a family reflecting their style of
language, their metaphors, and their stance in the world. Change is
more likely to be accepted by people if it fits into their perception
of reality.
All four of the models which will now be discussed have these six
beliefs in common: (1) view of the family as a system, (2) change as a
function of shifts in interactional patterns, (3) communication in the
present, (4) power of the therapist, (5) use of homework, and (6)
emphasis on utilizing the language of the client. The first therapeutic
model to be examined will be the structural model of Salvador Minuchin.
Structural Family Therapy
Concepts .
In structural family therapy, Minuchin highlights four important
qualities of family organization that the therapist needs to assess:
subsystems, hierarchy, boundaries, and family adaptive patterns to stress
and developmental changes.
Subsystems refers to subgroups of individuals in the family that
are linked together by virtue of shared roles or functions in the family,
similar interests, or because they belong to the same generation, gender.
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et cetera. Every family member belongs to several subsystems at the
same time. Structural family therapy highlights the spouse, the
parental and the sibling subsystem.
The spouse subsystem is first formed when two adults make a
decision to come together to create a family. Over time, these two
adults need to work out daily routines that are satisfying to both of
them. In this process, both spouses need to be able to accommodate to
each other, provide support for daily tasks and long term goals of the
family, and to complement each other's role.
Once a child is bom, the family needs to shift and develop a
parental subsystem which is distinct from the spouse subsystem. The
spouse subsystem should continue to be separate so that it can provide
the adults with a homebase or refuge from other stresses, and time for
their own care, development and growth.
The parental dyad is the place where nurturance, guidance, and
effective control are offered to the children, depending on the develop-
mental stage of the children. In a family with young children, the
parents will be providing them with more nurturance, whereas when the
children are older, more effective control is necessary (Minuchin, 1974,
p. 58).
In the third subsystem that Minuchin highlights, the sibling sub-
system, the children learn how to share, cooperate, compete with their
peers, and consolidate important day to day skills, as well as their
preferred interaction patterns in groups.
Boundaries are the separating lines between subsystems, the rules
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that govern who is a member of the subsystem, and what the roles are
within the subsystem. Between the parental, sibling and spouse sub-
system, the boundaries need to be clear so that the activities of each
group can continue without outside interference. For example, the
sibling subsystem needs to be self contained enough so that the children
can learn and practice socialization skills with each other, without too
much influence from the parents. At the same time, the sibling sub-
system boundary should not be so rigid as to keep playmates from out-
side the family entering and forming relationships, or so rigid that the
parents cannot enter the subsystem when it is appropriate.
Likewise, the parental subsystem needs boundaries that will
permit it to function in making and creating family solutions to day to
day problems, without unnecessary interference from in-laws, children
or social service agencies.
At times, subsystems may cross generational boundaries. A
grandmother and a mother may create the parental subsystem when there
is no father in the home. Families can function well this way, as long
as the lines of authority are distinctly delineated, and the grand-
mother is not seen as in charge of the mother.
Crucial to the concept of subsystems is the idea of hierarchy, so
that the family responsibilities are clearly allocated. In the struc-
tural model, the parents are seen as in charge of the family, older
siblings have more responsibilities than younger siblings, as well as
more privileges. There are different rules for the children, depending
on their age and developmental position in the family.
23
In assessing a family's interactional patterns, a continuum is
used from disengagement, to clear boundaries, to enmeshment. In an
enmeshed family where boundaries are not clear, members speak for each
other, find it difficult to give each other private space, and the
depression or joy of an individual member quickly becomes the depression
or joy of the entire family. On the other end of the continuum in a
disengaged family, members are not available to each other for support,
and family members are so isolated from each other that they cannot
1
buffer the stresses and strains of daily life. In a family with clear
boundaries, members are able to move in closer when appropriate and to
step back as needed.
Finally, structural family therapy examines a family's capacity
to be flexible and change in accordance with the demands made by
developmental changes of members, developmental changes of the family,
pressures of the work world, school, other outside contacts, loss of
a mother, et cetera. Stress needs to be responded to in a family in a
way that will permit the necessary restructuring and change in the
family, while maintaining the family continuity. Frequently, families
come to family therapy when they have not been able to accomodate to a
major change or a developmental shift (i.e. children leaving home,
children entering school, death of a grandparent, etc.).
^More families that enter therapy are enmeshed families, because
disengaged family members are so cut off from each other, that they
need a major crisis before they will come into therapy.
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Assessment and practice .
After the first session with the family, a structural assessment
is usually made to examine the family subsystems, boundaries, hierarchy,
and capacity for restructuring. This assessment is then used as a
treatment plan. Here is an example of a format for a structural assess-
ment put together by the author after Minuchin (1974):
STRUCTURAL ASSESSMENT
I. BRIEF DESCRIPTION OF FAMILY:
II. FAMILY STRUCTURE / SUBSYSTEM ORGANIZATION AND BOUNDARIES:
A. Structural map of family at present:
B
.
Key
:
clear boundary
diffuse boundary
rigid boundary
affiliation
overinvolvement
conflict
coalition
detouring
III. ENMESHMENT/DISENGAGEMENT:
DISENGAGED CLEAR BOUNDARIES ENMESHED
(inappropriate (normal range) (diffuse boundaries)
rigid boundaries)
IV. FAMILY'S DEVELOPMENTAL STAGE/TASKS APPROPRIATE TO STAGE:
A. Courtship (breaking appropriately from family of origin)
B. Early marriage (shifting from dependent relationship
with parents to independent, etc.)
C. Early childrearing (nurturance, effective control by
both parents)
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D. Children starting school (connections to the outside
world)
E. Middle marriage (including launching of adolescents,
aging of older generation)
F. Retirement (creation of a new lifestyle)
V. CURRENT LIFE CONTEXT:
A. Sources of support:
B. Sources of stress:
VI. HOW DOES SYMPTOM OR PROBLEM MAINTAIN FAMILY'S PREFERRED
PATTERNS OF INTERACTION?
VII. FAMILY'S FLEXIBILITY AND CAPACITY FOR RESTRUCTURING:
VIII. STRUCTURAL MAP OF WHERE WANT TO MOVE THE FAMILY TO, INCLUDING
GOALS AND TIME FRAME:
IX. TASKS TO ACHIEVE ABOVE GOALS:
With this type of assessment, the therapist can begin to make re-
structuring moves to change the family system. However, before this
happens, the therapist should join with the family.
Joining
.
Joining by the therapist to create a therapeutic system
is accomplished by accepting the family organization and style and
blending with it, yet with the therapist positioning themself as the
head of the therapeutic system. Joining is broken down into three spe-
cific techniques, maintenance, tracking and mimesis. In maintenance,
strengths of the family system and individuals are confirmed, and the
family is supported as it presents itself structurally. For instance,
if the father acts as head of the family in terms of speaking for every-
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one else, to begin with, the therapist will go through the father and
ask him for permission to speak to others.
Tracking is a kind of leading by following, where the therapist
follows the content of the family communication and behavior and
encourages them to continue, so that the therapist can learn family
themes and preferred styles. One issue may be tracked so that the
family's interactional patterns can be seen, or a theme followed to try
to begin to understand family myths or rules.
Mimesis is a third aspect of joining and includes following how
family members walk, sit, talk and adopting their body patterns. The
therapist might consciously sit like someone who they want to bring
into the session more, speak with the same tempo of conversation as the
family, use their humor and join with their level of affect. Joining
can also be accomplished by utilizing the language patterns of the
family.
If carefully done, joining provides the power that the therapist
will have to create a new system of interaction and restructure the
family. Also, the extent to which a therapist joins with a family means
the extent to which he or she can understand the family, and correctly
assess the situation (Minuchin, 1974, pp. 123-129).
Restructuring techniques . Once the therapist has successfully
joined with the family, then restructuring techniques can begin that
will bring about a change in the family system. Minuchin highlights
seven categories of restructuring operations: marking boundaries;
actualizing family transactional patterns; escalating stress; utilizing
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symptoms; assigning tasks; manipulating mood; and supporting, educating
or guiding (Minuchin, 1974, p. 140).
The therapist, as a boundary marker, is in charge of enforcing
rules in the sessions, such as each person talking for themselves. The
therapist may work with subsystem boundaries, for instance, keeping
children out of parental decisions. Or, the therapist may work on re-
structuring the hierarchy, by making the boundaries clear and putting
the parents back in charge.
In actualizing family transactional patterns, the therapist brings
family patterns into the room in three different ways. The therapist
can have the family enact a situation as opposed to just describing it,
because in their description, the family may present the event very
differently than it actually happened. Also, instead of members in the
room talking about each other, the therapist can ask them to speak
directly to each other. Thirdly, the therapist can manipulate space to
highlight or block transactional patterns. For instance, in one training
video tape from Philadelphia Child Guidance, the therapist picked up his
chair and sat directly in front of one of the children to block the
child from continued interruptions into the marital dyad.
As these patterns are actualized, the therapist is also looking
for information on the nonverbal level, to see if this information is
congruent with the content of what the family is saying. How a family
positions themselves can also provide data about alliances in the family,
or isolated positions.
Another restructuring technique is escalating stress. Feedback
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from how the family handles the increased stress gives the therapist
information on how much flexibility the family has for restructuring.
Also, this technique can provide new experiences to which the family
must adapt. Stress can be escalated in four ways: (1) by joining in an
alliance with an individual family member or subsystem, (2) by making
conflict explicit, (3) by emphasizing differences, and (4) by blocking
preferred transactional patterns in the family.
Tasks can be assigned both within and outside the session (home-
work) to highlight a particular area of family interaction, suggest
changes, and clarify that the therapist is in charge. They can also
provide the family with new ways of organizing. For instance, in a
family with an acting out teenaged son, a task was given for the son
and a younger sibling to pick an activity to do over the weekend, to
bring them together as a stronger sibling subsystem.
How a family responds to a task provides the therapist with
important feedback about where to move next with a family, as well as
provides data about the family's capabilities for change.
Utilizing symptoms can be another restructuring technique. The
symptom can be relabeled, giving it new meaning, it can be de-
emphasized, exaggerated, or the therapist can move to a new symptom in
the family. All of these methods offer possibilities for changing
interactional patterns in a family.
Manipulating the family mood can be done by modeling a different,
more appropriate affect, by intensifying affect, by calming down a
system, and by relabeling affect. For instance, with a family coming
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into therapy in crisis, the therapist will probably spend most of the
session hearing everyone out, and deliberately modelling a controlled
affect, to bring the family out of crisis.
> the therapist can restructure by educating and guiding,
by working with the family to help them find better ways of working
with institutions that interface with their lives, by modelling other
parenting styles, or educating them about their rights in regards to
the social service network.
The structural fcimily therapy model focuses on joining and re-
structuring operations to change the family organization which is
described in terms of subsystems, boundaries and hierarchy. Change in
this underlying structure is seen as crucial to bring about change in
the family patterns that have been contributing to a problem.
Interventions are direct, with less emphasis on the use of paradox
than in the Brief Therapy, Long Brief Therapy, or Haley strategic
models. Interventions also focus more on the present strengths of the
family, rather than alternative realities that can highlight the possi-
bilities of future family strengths. The Brief Therapy model of the
Mental Research Institute will be presented next.
The Brief Therapy Model
Concepts .
The Brief Therapy model is symptom focused with the goal of the
therapy to bring symptom relief. Small changes are seen as enough to
initiate larger changes in the family system, therefore the therapy
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focuses on small pragmatic alteractions that bring indirect change to
the family organization.
Problems are seen as difficulties that have arisen in normal day
to day interactions, in particular in transitional steps in the family
such as a child entering school, or the first child moving out of the
home, et cetera. Families sometimes become stuck in a rigid positive
feedback pattern when they do not move onto the next developmental
stage, so this model has interventions that are designed to interrupt
the feedback circles that have become established.
Interventions are focused on what the client offers. Their
symptom and world view is accepted first, and then the therapist works
towards small changes.
Assessment and practice .
The Brief Therapy model as developed by MRI has a five step pro-
cess, consisting of: (1) pre-meeting contact on the phone, then in the
first session; (2) obtaining a clear definition of the problem, C3)
gathering data about the attempted solutions to the problem, (4) setting
a goal for the therapy, and in later sessions; (5) the implementation of
the plan. This five step process will be elaborated on here. Most of
the information in this next section of the paper was obtained from a
workshop given by Dr. Paul Watzlawick on Brief Therapy at the University
of Massachusetts in March, 1979. Information that came from other
sources is appropriately referenced.
I. Pre-meeting . This is usually done on the phone. First the
therapist asks permission from the clients to be observed and audio
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taped. In thirteen years of work, Watzlawick says that they have been
refused only twice by people who did not want to be watched. Also,
they tell people that by research design, they cannot see them more than
ten times, and that there will be two follow-up interviews at three
months and twelve months after the termination of the therapy. These
interviews are in the client's homes or at the clinic. After the above
is clarified, the first interview is scheduled. Little effort is made
to gather information about the family on the phone.
II. Clear definition of the problem . In the first interview,
questions such as "What brings you here?" "How often does that happen?"
"Who is there when it happens?" "What do they do?" are asked so that
the therapist and team behind the one-way mirror can obtain a clear
definition of the problem.
Vague statements such as "I'm coming to therapy because I am not
happy," are not accepted as the definition of the problem. People in
the Brief Therapy Project believe that if the problems C^nd thus the
goals) are vaguely defined, the therapy will be long and vague. If a
client says they want to be happier, they would be asked, "What specif-
ic things in your life would be indications that you are happier?"
In this first meeting, the therapists also join with the family
members most interested in change in the family, and in fact will work
with just one family member who wants things to be different.
III. Attempted solution (attempted before therapy) . As the
therapist listens to the problem definition s/he attends to what the
attempted solution has been, rather than the problem, the idea being
32
that when there is a problem in a family system, the solution has become
a part of the problem.
At the end of the first session, if the therapists have a clear
idea of what the behaviors are that are blocking the solution of a
problem, they create a behavior prescription (as homework) for the family
or person to carry out before the next session. The therapist will
check in with the clients at the beginning of the second session, to
see if they did their homework, and to highlight the importance of it.
For example, in a family that the author worked with, the parents
had been handling the teenage daughter running out of the house, talking
on the phone too long, sneaking out to see her boyfriend, fighting with
the parents, by doing more and more of the same solutions; putting
tighter restrictions on her, nagging her more, hassling her and dis-
agreeing with each other on how to control her. A behavior prescription
aimed at blocking the inappropriate solutions was given to the family.
Any time the daughter started to argue with one parent, then the other
parent was to be called. The second parent would give the girl a penny
and just say, "I felt like giving this to you." With this intervention,
the escalation was stopped, the girl was suitably confused, the parents
were acting together, and the problem stopped.
IV. Setting a goal for therapy . This is done in the first
session if at all possible. This is perhaps the most difficult part of
the therapy, but the goal setting is crucial both as a focus for the
therapy, and as a way to measure if there has been any change.
The goals should be stated in terms of new behavior, not just in
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terms of symptom removal. For instance, rather than saying that a
teenager will not fight with his parents anymore, state a positive
goal; he will improve his grades in school, or go to school regularly.
This orients the therapy towards new patterns of interaction, rather
than just blocking old interactional patterns.
This goal can be changed over the course of the ten weeks, if new
information becomes available. Infrequently, the team has to set a
goal privately because the client (s) cannot arrive at one.
Goal setting is also important to give the family the sense that
they can problem solve, that there are not many problems that are not
solvable.
V. Implementation of a plan . Each case is considered a new one,
and a specific plan is made for each family. The team comes together
for half an hour after every session and discusses the case. Active
interventions are designed that change interaction patterns in the
system. Behavior prescriptions are small, which provides more of a
chance that they will be carried out, and the homework is as far removed
from the real problem as possible, so that the usual solutions to the
problem are circumvented. Families are asked to do less than the
therapist knows that they are ready to do, and the homework is inexpen-
sive and non-degrading.
Homework is presented slowly and repetively, using methods like
the shingles technique from hypnosis, where the first half of the new
sentence repeats the last half of the first sentence (Watzlawick, 1978,
p. 153).
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The follow up to this five step therapy model consists of four
questions that are asked of all family members who participated in the
therapy. Questions about personal satisfaction have been left out of
the follow up because there seemed to be no correlation between personal
satisfaction and treatment outcome.
The first question is, "Was your goal in therapy reached?" The
follow up interviewer asks for concrete examples to answer this ques-
tion.
The second question is, "Does anyone in your family have another
problem including medical problems, divorce, accidents, etc.?"
The third question is to assess the possibility of a ripple effect.
"Have you been able to resolve any new problems?"
The last question is, "Have you had any other therapy?" If the
answer to this question is yes, then the therapy is considered a
failure
.
Assessment of the family within this model, might be done by the
following assessment form put together by the author:
ASSESSMENT IN BRIEF THERAPY
I. BRIEF DESCRIPTION OF THE FAMILY:
II. FAMILY DEVELOPMENTAL STAGE:
III. DEFINITION OF THE PROBLEM CFOCUS ON THE MOST IMPORTANT PROB-
LEM THAT CAN BE DEFINED IN BEHAVIORAL TERMS)
:
A. How long has the problem been occurring?
B. How often does it happen now?
IV. ATTEMPTED SOLUTION (BEHAVIOR THAT SUPPORTS THE PROBLEM)
:
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A. How has the family been trying to solve the problem?
B. Which behavior is most crucial in supporting the
problem?
C. What is the feedback loop in family interactional
patterns that maintains this problem?
V. GOALS OF THE TREATMENT (STATED IN CLEAR, OBSERVABLE CONCRETE
BEHAVIOR WITH SMALL CHANGES)
:
A. Family goals.
B. Therapist's goals (if different).
C. Revision of earlier goal or secondary goal added later.
VI. TREATMENT PLAN:
A. Major interventions and system responses.
Session 1:
Session 2: et cetera.
VII. FOLLOW UP RESULTS AT THREE MONTHS AND TWELVE MONTHS:
A. Was your goal in therapy reached?
B. Does anyone in your family have another problem
including a medical problem, divorce, accident, et
cetera?
C. Have you been able to resolve any new problems?
D. Have you had any other therapy?
Numbers I-VI of this assessment form would be filled in by the
therapist after one or two family sessions, and the assessment form
would then be used as a working plan for the therapeutic interventions.
Techniques that are used in interventions in this Brief Therapy model
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are use of interpersonal influence; use of idiosyncratic characteris-
tics, language and motivation of the client; and several types of
techniques to block the analytical left hemisphere. Directed behavior
change is a focal point of most of the interventions, but often times
clients do not follow directives that are given by the therapists.
Therefore, taking a cue from hypnotherapy, the therapists at MRI give
behavior instructions that are indirect, implicit, and apparently insig-
nificant. Change is suggested rather than ordered (Weakland, Fisch,
Watzlawick ^ Bodin, 1974)
.
Watzlawick has outlined five interventions that can be used by the
therapist to indirectly block the left hemisphere; the paradoxical
prescription, the use of imagery and metaphor; confusion technique with
puns, word games and word salad; reframing, and the illusion of alter-
natives (1978) .
Paradoxical prescriptions . A paradoxical prescription is a
directive by the therapist for the client to continue or increase a
behavior that is problematic, a directive that on the surface appears to
be moving away from the goals of therapy. In fact, the prescription
circumscribes the symptom or brings it under the therapist's control.
This technique is the opposite of the common problem resolution of doing
more and more of the same solution.
In the Brief Therapy model, paradoxical instructions are probably
their most important single type of intervention (Weakland, Fisch,
Watzlawick 5 Bodin, 1974). An example of this kind of intervention
would be the following: A family comes into therapy stating that the
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father and daughter are fighting all the time. The father and daughter
can be given the paradoxical instruction to fight with each other for a
particular set time each day, with the explanation that the therapist
needs more information about how they fight. The amount of fighting
will most likely decrease, but if the two do increase the fighting, it
has been reframed as something that they control, and they have followed
the expectations of the therapist, to fight. The problem has now be-
come one over which they have more power. (This type of intervention
is sometimes called a therapeutic double bind because whichever way the
client turns, something positive will come out of it. Technically, this
is not a true double bind, because the family can leave the "field” of
the therapy.)
Prescribing a relapse of a problem or asking a family to slow down
because there have been too many changes are other forms of paradoxical
prescriptions. Both of these techniques can reduce anxiety about change
by defining the status quo or a relapse as actually movement forward.
Reframing . Reframing means to change the viewpoint or meaning of
something, and to place it in another context or "frame". For instance,
a teenager's acting out can be reframed as the teenager providing the
parents with a chance to practice their parenting skills. Reframing
provides alternatives to solutions that the system itself cannot see,
and it can help families to break through a solution to a problem where
they have become stuck, trying "more of the same".
In reframing, it is necessary to take into consideration the point
of view the family is bringing into the session, reframing so that it
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fits their world image and uses their language.
Illusion of alternatives
. When a therapist presents a client with
an illusion of alternatives, they are usually offered two choices that
will both lead to therapeutic change. For example, in a family with a
daughter with a stubborn weight problem, she can be offered the choice
of losing weight this week or next week. Families can themselves use
the illusion of alternatives. In a family where the parents are in a
power struggle with the children, they can be taught to present their
directives in a different way such as, "Do you want to wash the floors
first, or sweep the floor first?", instead of "When are you going to do
your chores?"
Watzlawick feels that the illusion of alternatives works because
it blocks the critical facilities of the left hemisphere of the person
(1978, p. 115). This intervention moves in the opposite direction of
reframing. Whereas reframing opens up new meaning, and offers new
solutions to problems, the illusion of alternatives presents a seemingly
free choice between two limited alternatives.
Of particular importance with the illusion of alternatives as an
intervention, is the committment of the client to the therapy, otherwise
the client can chose to leave the scene altogether, and not chose either
alternative.
Use of imagery and metaphor . This technique can work in three
ways. First, it can circumvent the left hemisphere and the usual ways
in which thoughts are organized by presenting information in images, not
words. Also, the world view of the right hemisphere can be altered, as
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the world view of a person often contributes to their problems as it
influences how they problem solve, what solutions they see as feasible,
et cetera.
Imagery and metaphors can be used to talk about something that
cannot be talked about directly, or to expand the dialogue to include
areas that could not be talked about before. The author, in working
with a family where there was distance in the marital dyad, used the
metaphor of cherry pie (eating it in the middle of the night, getting
one just for the parents, not letting the kids have any). This opened
up the conversation to other suspected problem areas.
Confusion technique . This is an intervention taken from hypnosis
(from Milton Erickson) and is particularly effective with very verbal
people who use their words and explanations as a way of resisting any
change. The therapist, as they are talking to the client(s), offers a
string of words that are nonsensical, until the client is very confused.
Then, the therapist interjects prescriptions in a sentence or two that
make sense, that are specific and clear and relate to the changes that
the client needs to make. The client will latch onto this small bit of
clarity, and the continuing monologue will block the client's usual
patterns of excuses and explanations as to why they cannot make the
change. This allows the new plan of action to come forward.
These five interventions of paradoxical instructions, reframing,
illusion of alternatives, confusion technique, and use of images and
metaphor, can all be used to block the usual problem solving patterns
of the left hemisphere, so that new interactional patterns can be
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accepted. Many of these techniques were developed after observing them
in patterns in dysfunctional families. These same powerful patterns
were then put into a therapeutic setting and used by the therapist, as a
person who is not a part of the family game.
Two other types of techniques used to bring change in the Brief
Therapy model are the use of interpersonal influence, and the utiliza-
tion of idiosyncratic characteristics of the client.
Interpersonal influence
. Sometimes in the Brief Therapy model,
the therapist is working with only one person. For instance, if a
couple comes to them for help, they may see them separately, spending
more time with the one who is "normal". Always, though, they try to be
aware of the influences of other people in the system.
Also, the therapist and the observers behind the mirror are an
arena of contacts that can be used to influence the therapy. is
one of the particular advantages of the live supervision approach.)
If the family is blocking information that the therapist is trying to
present, it may be more powerful to have it presented to the family over
the intercom phone from the team members. Or, team members may split,
and support different positions in the family. An observer from behind
the mirror can enter the therapy session and create an alliance with the
family, criticizing the therapist and offering rephrased versions of
reframing that the therapist had been trying to present.
All of these "interpersonal" interventions are ways to increase
the range and power of the therapist's influence with the family.
Use of idiosyncratic characteristics, language and motivation of
41
the cli6nt(s)
. The therapist tries to £ind out how the client processes
information and views the world, and then to use that world image to
work therapeutically
. A classic example of this is a woman who came to
Milton Erickson and said that she would kill herself if Erickson did not
cure her within six months. Using her language of hopelessness and what's
the use, you might as well die, he interjected that as long as she was
going to die, then she might as well spend her money, fix her hair, buy
clothes, et cetera, and live it up before she died. She began to do
things, and of course feel a little better as she went out. Erickson
did not argue with her and say, "Why would you want to kill yourself?",
rather, he took her world view and reframed it.
In summary, the Brief Therapy model has a very explicit format
which it follows, and interventions that are indirect, primarily
oriented in language that blocks the left hemisphere. Small changes
open up new possibilities to problem solve the day to day transitional
patterns of families. This model postulates that these small changes
are enough to bring about larger changes in the family organization.
Family organization is not examined in terms of actual structure, but
rather in how that structure is reflected in the family interactions
around a particular problem.
The next therapeutic model that will be examined is the Long Brief
Therapy model of the Milan Group.
The Long Brief Therapy Model
Concepts .
Long Brief Therapy of the Milan Group is based on the work of Jay
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Haley, the Bateson Project, and the Brief Therapy Project of MRI
. The
word "brief" refers to the limited amount of time that the therapist
spends with the family as in the Brief Therapy model (about ten hours)
,
and "long" refers to the length of time in between family sessions,
roughly a month (as opposed to sessions every week in the Brief Therapy
model)
.
The focus in this model is on changing family rules, since the
symptom or problem is seen as functional in the organization of the
family system. The Milan Group feels that if they are successful in
changing one fundamental rule in the family, then changes will take
place in the family interaction patterns (Selvini et al., 1978).
The interaction of the family is described as a game, and the
therapist's interventions provide a counter game with different rules.
Power in the family game does not belong to any one individual member,
rather the power is in the rules of the game. In a dysfunctional family,
it seems as if no one within the family can change the rules. This can
only be done by someone outside the system who can metacommunicate on
changing the rules.
Sometimes families have a rule of rules, which supercedes all the
rules in the family. For instance, in the schizophrenic families that
the Milan Group has been working with for the last several years (after
having become bored with anorectic families) , they postulate that the
rule of rules in these families is that each member disqualifies the
definition made of the relationship by the others, so that no one can
define the relationship. The ultimate disqualification is when a
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message is given by someone who presents themselves as non-existent, i,
e. a schizophrenic who claims they are someone else.
Interventions in this model rely heavily on the idea of therapeu-
tic paradoxical prescriptions of Brief Therapy, Haley, and Milton
Erickson. The Milan Group calls these prescriptions counter-paradoxes,
because they counter the paradoxes that they frequently see paralyzing
families
.
In creating interventions, the Milan Group pays particular atten-
tion to the difficulties of doing therapy with language that has been
created in a linear model. For example, in observing behavior in a
session, they found that they had to make a critical distinction in
their mind between how a person was in the session and how they seemed,
and that in fact many times when they saw someone in the session and
thought the person was bored or in pain, in reality the person only
seemed bored or in pain as a part of the larger family game. This is
related to the systems notion that an individual's dynamic is tied into
the interpersonal dynamics of the family. Therefore, rather than
examining how a person is feeling and asking "why” questions, the team
studies the reactions of other family members to learn how the person's
"appearance" is a part of the family game.
For example, if, during a heated argument between her
husband and her son, Mrs. Rossi seemed bored and far away,
it was a mistake to conclude that she really was bored, and
to discuss and try to discover the reason for that boredom.
Instead, we found it more productive to silently observe
the effects of her behavior on the others in the group, our-
selves included. Here again, it was easy to fall into the
habits of observation imposed upon us by the liguistic
model (Selvini et al., 1978, p. 27).
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Assessment and practice
.
Once the team understands the family game, they use ritualistic
interventions whose power comes from the repetition of actions.
Perhaps this type of intervention is particularly powerful in the con-
text of the Italian culture. In fact, the group has gone so far as to
describe how they work as a five stage ritual; (1) the pre-meeting of
the four member team to discuss the family, (2) the family session, (3)
the team consultation near the end of the session to decide upon an
appropriate intervention for the family, (4) the presentation by the co-
2therapists to the family of a ritual or prescription and (S) the
meeting of the team to discuss the family's reaction to the intervention.
The second, third, or fourth steps of this process can be varied to have
particular impact on the family. For instance, in the intervention of
"the therapists declaring their impotence", the co-therapists return to
the family session without an active intervention, saying only that they
do not know what to do next. Part of the power of this technique comes
from the change in the fourth step of the therapeutic process; the
family has become accustomed to having active homework to do at the end
of each session.
In the fifth part of the team process, the Milan Group examines
in particular the feedback from the family system. This model stresses
the importance of learning from errors, and describes the trial and
^Now, only one therapist is in the room and one to three team
members may be behind a one-way mirror.
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error process as one that creates more and more information for the
team.
When the Milan Group first begins to work with a family, because
they try to understand the rules of rules quickly and design powerful
interventions from the beginning, the team utilizes the initial phone
contact as an important part of their work. They use a family chart to
gather information over the phone:
Name of the referring person Date of call
Address of family
Name, age, education, religion and profession:
of the father
of the mother
of children in order of birth
Date of marriage
Other members of the household and their relationship
Problem ~~~~~
Who called
Observations
Information from the referring person
Of particular interest on this chart is the area called observa-
tions. Members of the team pay attention to certain details such as
•'disturbed communication, tone of voice, general attitude, preemptory
demands for all kinds of information, immediate attempts at manipula-
tion by requesting a certain date and hour for the interview or by
imposing certain conditions, thus attempting a role reversal and making
it appear as if it were the therapists who are 'looking for' the
family" (Selvini et al., ig74b, p. 431). Also, during the phone con-
versation, the therapist tries to get as precise a definition of the
problem as possible.
Recently, the Milan team has also acknowledged the importance of
paying close attention to the role of a referring person. When
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necessary, they have included this person as a part of the therapeutic
system and have often prescribed his or her continued involvement with
the family (Selvini et al., 1980b).
The team honors very few requests for extra sessions or emergency
sessions and sees these as ploys on the part of the families to take
control of the therapy. The therapists feel that if they give in on
these requests, that they will lose the power they have in the therapeu-
tic relationship.
As the Milan Group has continued to work together, they have
developed particular methods of gathering and focusing information about
a family which are distinctive to their work. They use three guidelines
for collecting information: (1) hypothesizing, (2) circular questioning,
and (3) feedback from interventions (Selvini et al., 1980a).
Hypothesizing . Hypothesizing is first done by the team in a pre-
session before the therapist Cs) meet with the family. The purpose of
this written out hypothesis is twofold, one to guide the therapist Cs)
to obtain the maximum amount of information about the family relational
patterns and two, to help the therapist Cs) remain active in the session.
The first formulation is based on the information that has been
gathered over the phone or through a referring person and is only a
starting point. If the hypothesis is proven false in the interview, the
team must form a new hypothesis based on this testing of the first one.
However, even a false hypothesis contributed information because it
eliminates variables which had appeared possible. The hypothesis must
be systemic. As the Milan Team stated in their article, ’’Hypothesizing-
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Circularity-Neutrality," "A fundamental point to emphasize is that every
hypothesis must be systemic, must, therefore, include all components of
the family, and must furnish us with a supposition concerning the total
relational function" (Selvini et al., 1980a, p. 6).
Circular questioning
. To examine a given hypothesis, the Milan
Group has developed techniques of circular questioning to gather infor-
mation. Circular questioning allows the therapist (s) to conduct an
investigation of the family in terms of relationship (not individual
behavior) and therefore in terms of difference and change.
The therapist (s) ask family members in the session to "gossip in
the presence" of everyone else. Individuals are asked not to talk about
their relationship, but to comment on the relationship of two others in
the family. For instance:
What does your father do when your mother gets upset
with your brother?
Who gets back the most when your grandfather interferes?
This type of question asking is used not only to increase the
amount of information, hut is used to avoid resistance as well, because
it asks people to talk about other's behavior, not their own. Five
methods of asking this type of question have been elaborated upon by
the Milan team. They feel these methods best elicit the information in
a manner that emphasizes Bateson's fundamental principle that informa-
tion is a difference and that the difference is a relationship (or a
change in relationship)
:
Gather information not in terms of feelings, but in1 .
48
terms of specific behaviors in specific circumstances.
2. Inquire in terms of differences in behavior, not in
terms of value judgements about that behavior i.e.
using terms like good, bad, wrong, et cetera.
3. Make a classification about a behavior and ask about
this classification to more than one member of the
family. (For instance, who has been most helpful in
the family to mother when she has had problems with
the son? Who has been least helpful?)
4. Ask questions focused before and after a precise
event that is considered important by the family and/
or therapist.
5. Ask questions about hypothetical circumstances. (For
instance, if you were to choose one of your brothers
or sisters to stay home to keep your father company
and not to marry, who would you choose?)
While gathering this data, it is crucial that the therapist(s)
remain neutral and do not engage in any coalitions or alliances with the
family either explictly or implicitly. At the end of the sessions,
family members should be puzzled and not able to say who they thought
the therapist(s) sided with in the family. The therapist(s) are allied
with everyone and no one at the same time. This allows the therapist (s)
to stay on a metalevel with the family.
Assessment of the family within this model, might be done by the
following assessment form developed by Joan Brandon (1981). This form
would be used in conjunction with the family chart described by the
Milan Group (Selvini et al., 1978) and outlined earlier in this section.
ASSESSMENT IN LONG BRIEF THERAPY
I. INITIAL HYPOTHESIS (to be checked out in interview);
A. Describe this family's redundant patterns of inter-
action. (i.e. what is the "game without end?")
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B. What is the function of the symptom in the system?
C. What are the secret coalitions?
D. What is blocking the family from resolving the issue?
II. CHECKING THE HYPOTHESIS (interview plan):
A. What interactions, comments or non-verbal signals might
the family exhibit to support the hypothesis?
B. What general line of questioning will you follow to
elicit the above information?
C. List specific questions.
III. THE discussion:
A. Is there a new hypothesis after the interview? What
is it? (follow the form for Section II)
B. How can the current hypothesis be stated in positive
terms?
C. What seems to be the nodal point in this system?
D. What is the prescription for this family?
IV. PRESENTING THE INTERVENTION:
A. What is the family's immediate reaction to the inter-
vention (analogical and digital)?
B. What is the family's delayed reaction to the interven-
tion (phone calls, messages from referring persons,
etc
.) ?
Interventions
.
Some of the particular interventions that the Milan
Group uses are positive connotation, prescriptions, rituals, a specific
form of reframing called "sibling rescue", and the therapists declaring
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their own impotence. In general, these techniques are based on
changing fundamental rules in the family with methods that are counter-
paradoxes (therapeutic paradoxes) . Any feedback from these interven-
tions, even if the intervention does not have the desired outcome, is
considered as additional information for the team. These five types of
interventions will now be discussed.
Positive connotation . Positive connotation means presenting to
the family supportive statements about their homeostasis and confirming
the behavior of individual members as working toward the same goal
; the
cohesion of the group. For example, in a family that the author worked
with, the teenage daughter was acting out. Her behavior was relabeled
as helpful to the whole system in that it brought all the family members
closer together, and kept her parents' minds off of other issues that
they had to worry about.
The Milan Group feels that positive connotation permits them to
do six things:
1. put all the members of the family on the same level,
in that they are complementary in relation to the
system, without in any way connoting them moralistic-
ally, thus avoiding any drawing of a dividing line
between members of the group
2. accede to the system through the confirmation of its
homeostatic tendency
3. be received in the system as full-right members, since
we are motivated by the same intention
4. confirm the homeostatic tendency in order to para-
doxically trigger the capacity for transformation,
since positive connotation prepares the way for the
paradox. Why should the cohesion of the group, which
the therapists describe as being so good and
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desirable, be gained at the price of needing a
"patient”?
5. clearly define the therapist- family relationship
6. mark the context as therapeutic CSelvini et al
. ,
1978,
pp. 61-2)
.
The therapist must be accepted into the system before s/he can
introduce change - the positive connotation of the homeostasis permits
this. The Milan Group does not feel that families would come into
therapy unless their homeostasis is in danger. If this homeostasis is
threatened by a negative judgement, the therapist will not be accepted
into the dysfunctional system.
Prescriptions . Prescriptions are like the behavioral directives
or paradoxical prescriptions of Brief Therapy, where the therapists give
the family or individual members specific tasks to do. Prescriptions
are often given at the end of the first session, if the therapists have
enough information available to design an intervention that strikes at
the rules underlying the symptom.
For example, in one family that the Milan Group worked with, every
time the therapists asked the ten year old daughter a question, the
mother immediately answered for her, and both parents claimed that she
could not speak in sentences. The prescription that was given to the
parents was for each to write in a separate notebook in detail every-
thing the child said until the next session. The parents discovered as
they did this, that in fact the child did use sentences.
The use of prescriptions has four goals in Long Brief therapy;
1. to mark the context as therapeutic
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2. to provoke within the family a feedback which indicates
compliance and motivation for treatment
3. to limit the field of observation
4. to give structure to the following session CSelvini et al.,
1978, p. 67) .
Prescriptions can be particularly helpful in preventing the risk
of the next session being a repetition of the previous session. In the
following session, the family has to respond in some way to the pre-
scription and the therapists can begin to examine this feedback and
design new interventions.
Rituals . Another type of intervention that is used a little later
in the therapy, after the team has a hypothesis about the family game,
is the family ritual. This can be done once, or several times in a
family. The term ’"family ritual’ refers to an action or series of
actions, usually accompanied by verbal formulas or expressions, which
are to be carried out by all members of the family. The ritual is
prescribed in every detail: the place in which it must be carried out,
the time, the eventual number of repetitions, by whom the verbal ex-
pressions are to be uttered, in what order, etc.” (Selvini et al., 1978,
p. 95).
For example, in Paradox and Counterparadox , the Milan Group
describes a family which had very diffuse boundaries with their large
extended family. A family myth had been created over three generations
of very difficult work farming the land, that everyone loved, aided, and
helped each other and that there was no jealousy, dissatisfaction or
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complaints about the hard way of life, or problems with any family
members. A nuclear family of the third generation came into treatment
with a fourteen year old daughter suffering with anorexia nervosa.
The ritual that was given to this family, was that every other
night, they were to lock the door and sit down together around a table.
Then, for fifteen minutes each, every member was to speak about their
feelings and thoughts about members of the extended family. No one was
to interrupt another person, there was to be no conversation about this
exchange outside of the session, and all members of the family were to
redouble their efforts to be kind to the extended family.
The Milan Group feels that this ritual broke the rule of rules in
this family that "whoever speaks badly of his relatives is bad"
(Selvini et al., 1978, p. 95). Also, the ritual served to delineate a
boundary around the nuclear family, established the right for each person
to have their own thoughts, and prevented secret coalitions by bringing
thoughts out into the open.
"Sibling rescue" . A specific form of relabeling, "sibling
rescue", is a technique used in families with more than one child,
where the label of "sick child" is shifted from the "I.P." (identified
patient)
,
to one or more of the "normal" children. This is a tactic
designed to bring confusion to the status quo of the family, and with
the confusion to open up other patterns of interaction. If this
particular explanation of the family organization (or punctuation as the
Milan Group calls it because one particular part of the feedback loop is
highlighted) is accepted by the family, then the therapist may shift
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back to the parents and highlight their roles with the children.
If the family dysfunction is based on the myth that everyone in
the family is healthy except for this ’’crazy" child, the sibling rescue
intervention can have the effect of pushing the family to the definition
of either all the family members are crazy (which they are unlikely to
accept), or to the definition that there is no crazy family member.
This again forces the family to a new homeostasis.
Therapists declaring their impotence . Experience has shown the
Milan Group that other interventions are needed that are exactly the
opposite of the active prescriptions and rituals. In particular,
interventions are needed to stop the symmetrical escalation game where
families have repeatedly disqualified and disconfirmed the interventions
of the therapists (Selvini et al., 1978, p. 147). One such interven-
tion is the "therapists declaring their impotence". The therapists say
to the family, that in spite of all the help the family has given them,
they find themselves in a very muddled position, and unable to help the
family. The date for the next family session is set, while the
therapists watch carefully for feedback from the family system. The
families are usually quite surprised, because they are used to receiving
an active intervention at the end of the session.
The strength of this strategy lies in paradox. The therapists
are defining themselves in the relationship in a new way, as comple-
mentary, instead of symmetrical, but in reality, since the therapists
are defining the relationship, it is not really a complementary position
since they are in charge of the definition of the relationship.
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Usually, the reaction of the family to this tactic is to come to
the next session somewhat disarmed, because the therapists have brought
to the fore one of the important rules of the family game - don't permit
the downfall of the enemy. The family rallies to boost the enemy (the
therapists) up by presenting some changes - so that the game can
continue
.
In summary, the Long Brief Therapy model uses powerful interven-
tions such as positive connotation, prescriptions, rituals, "sibling
rescue", and the "therapists declaring their impotence", to change
fundamental family rules. The Milan Group gathers information quickly
about the family game, in order to challenge it with a coimter game.
They pay particular attention in their model to language, examining
and using it in a systems perspective, not a linear cause and effect
mode
.
The Long Brief Therapy model is not as goal oriented as the
strategic Brief Therapy model in terms of determining the goals with
the family, and also the Milan Group will not work with just one person
or a smaller subsystem of the family as the people at MRI will. (The
Milan Group works at this point only with the whole family.) However,
they share with the Brief Therapy model the short term focus, the
emphasis on paradoxical prescriptions, the use of the team to devise
interventions and a focus on symptom relief.
In describing their techniques, the Milan Group has not broken
down their interventions to all the different methods that they use
within the larger frame of the ritual, prescription or positive conno-
I
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tation. It seems as if the therapists using the Brief Therapy model
have started to do this with their elucidation of the confusion method,
the illusion of alternatives, the use of imagery and metaphor, et
cetera. However, these are certainly techniques that the Milan Group
uses in their rituals and prescriptions
.
The last therapeutic model to be examined is the Haley strategic
model. While this model has many roots in both the MRI strategic
model and the structural model, it has some distinctive characteristics
that differentiate it.
Haley Strategic Family Therapy Model
The Haley strategic model shares many elements in common with all
three of the models that have already been described. As Jay Haley
occupies a particularly prominent position in the field of family therapy,
it is not surprising that there is extensive overlap. He first worked
with the Bateson Project in the fifties in Palo Alto, California, in
which the MRI model has its roots (Roberts, 1979a). In 1967, Haley
went to work at the Philadelphia Child Guidance Clinic with Minuchin for
ten years. The Milan Group acknowledges that they have drawn upon
Haley's work for the elaboration of their own model (Selvini et al.,
1978). Also, Haley has been one of the primary explicators of the work
of Milton H. Erickson. Erickson's work, Haley has stated, has provided
the foundation for much of the practice of strategic models (Haley,
1973; Stanton, 1981).
In 1976, Haley established the Family Therapy Institute of
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Washington with his wife Cloe Madanes
. He also began to teach at the
University of Maryland Medical School.
Because of the overlapping areas with the three family therapy
models already presented, this discussion will detail only those areas
where Haley's model differs significantly from the structural model, the
MRI and Milan Group strategic models, or where he has made a particular
contribution to strategic family therapy.
Concepts .
The Haley strategic model shares with the MRI model a focus on
goal directed, contracted, time limited therapy. Initially, it is
important for the therapist to join with the universe of the family,
accept their world view, and get a clear definition of the problem from
them. The clearer the problem is defined, the more clearly directives
and/or homework can be designed and presented (Haley, 1976)
.
Problems are seen as occurring in families when organizational
patterns are dysfunctional and/or the family has not been able to move
onto the next stage of the family life cycle. As in the structural
model, the cycle of developmental changes in the family is seen as an
important underpinning to the therapy. A therapist does not work with
a family with adolescents in the same way that he or she works with a
newly married couple (Haley, 1973).
Hierarchy is seen as a main organizing principle of the family.
Parents are expected to he in charge of their children, and Haley warns
against the therapist forming alliances with members in a family who are
lower in the hierarchy, against those who are appropriately
in a higher
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position. Frequently, dysfunctional patterns arise when there are in-
appropriate cross-generational alliances in families.
Four basic assumptions are made in this approach when examining
the function of a presenting problem in a family, or the larger social
context: (1) that the symptom makes some logical contribution to the
family and/or social context; (2) that the presenting problem be inter-
preted not only as digital communication, but as analogic communication
as well; (3) if there is a problem with a child, the hierarchy is
confused and there are at least two adults involved; and (4) patterns of
interaction and sequences of behavior should be the focus of change in
the family (Haley, 1976; 1980; Madanes, 1981).
Assessment and practice .
The Haley model uses most of the range of interventions described
in the previous three models. As Madanes notes, "This is not an
approach where the therapist continues to do more of the same when he is
failing. The approach allows the therapist to borrow in turn from all
other models of therapy any techniques that could be useful in solving a
presenting problem" (Madanes, 1981, p. 27).
The emphasis in Haley’s recent writings appears to be not so much
on just techniques, as on carefully elaborating stances in the therapy
which aid the therapist to design specific interventions for each
family. These discussions are followed by in-depth presentations of
work with families which demonstrate the processes he has described.
Haley has gone into detail on a range of elements which a therapist
should take into account such as the social context of the family.
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organizational patterns of healthy and dysfunctional families, the
developmental life cycle, stages of therapy, processes of giving
directives and ethical issues. As Haley has elaborated the complex pro-
cesses involved in strategic therapy and examined intricate family
organizational patterns, he has also emphasized the importance of
designing simple and concise interventions (Haley, 1976). It is this
author's opinion that part of the reason why Haley may highlight precise
directives comes out of his study and awareness of the intricacies of
the therapy process.
Paradoxical directives are not necessarily used as the first inter-
ventions of choice. Rather, direct interventions are tried first and
the family reaction to them is assessed. Paradoxical interventions are
highlighted less than in the MRI model CStanton, 1981) . Interventions
should be precise and always designed from a position of not blaming
members of the family (Haley, 1976) . Haley did communicate to this
author that he does not use team interventions of the Milan model such
as team splits, team impotence, or prescriptions from the group behind
z
the one-way mirror.*^
A possible assessment format to use with this model, developed by
Brandon (1981) is as follows:
ASSESSMENT IN HALEY STRATEGIC MODEL
I. THE SETTING:
A. Members of the system (family members, extended family,
institutions -- include people's ages, relation to I.P.,
^Jay Haley, personal communication, March, 1980.
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also indicate any other people in the system who are
having problems or doing particularly well at this time;
place a * next to people most like the I.P.).
B. Developmental stage of the family. Is the family per-
forming functions appropriate to this stage?
C. What is the symptomatic behavior?
II. THE PROBLEM:
A. What is the problem the family will be working on in
therapy (the negotiated problem)?
B. What systems or individuals are involved in the problem?
C. What metaphor is expressed by the symptom?
D. Who is being helped/protected by the presenting problem?
How? Ci.e. what role does this problem have in the
system?)
E. What behaviors will indicate that the problem has been
solved?
III. THE interactions:
A. Describe the hierarchy. Who is in charge of what? How
is power achieved, exerted, recognized?
B. What coalitions are there? Are they covert or overt?
Are they cross-generational or appropriate?
C. What is the language of the family: key phrases, myths,
rules, metaphors?
IV
.
THE STRATEGY
:
A. What is your private goal? (What patterns of interaction
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need to change?)
B. What is your estimate of the client's compliance/
resistance? Have direct interventions been accepted or
rejected?
C. What directives can you give the family which will render
the symptom unnecessary?
D. What methods do you think will be most effective in
allowing this family to change?
E. What objections are the family likely to raise? How can
you block or answer them?
V. RESPONSE TO THE STRATEGY:
A. The family's response to the strategy: immediate and
delayed, analogical and digital.
Four areas where Haley has made a particular contribution to the
practice of strategic family therapy are: (1) examining therapy within a
broader social context, (2) describing therapy in stages, (3) elaborating
the processes of presenting directives, and (4) therapy with disturbed
young people.
Examining therapy within a broader social context . Haley was one
of the first people in the field to acknowledge that the social services
network could in and of itself become part of and contribute to problems
within a family (Haley, 1970; 1971). As well as being aware of the
therapeutic context and how it impacts on the family, Haley emphasizes
ana^zing the larger economic and social context and its effect on a
family and a presenting problem. The therapist is expected to be active
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in pursuing any intervention with courts, probation officers, welfare
departments and so on that would be effective for the family. However,
Haley cautions against taking on impossible battles with the mental
health system, a school system, or other institutions, that would effect
the power and efficacy of the therapy.
Haley shares with the Milan Group in particular, this emphasis on
the larger context within which the family is interacting. However,
where the Milan Group emphasizes bringing the larger social system into
the therapeutic network if necessary and possible, Haley emphasizes
controlling the larger network. He recommends that a therapist not
work with a case unless he or she has control over all aspects of it
such as medication and entry and exit from the hospital CHaley, 1976) .
Therapy in stages . Haley notes that therapy should proceed in
stages and highlights three separate ones. The therapist should always
deal with the presenting problem first and not move onto other problems,
even if the family asks for help with them, until the initial symptom is
under control.
Secondly, he states that the therapist may need to create an ab-
normal organizational pattern for a family for a period of time, before
moving the family to a more normal pattern. For instance, in a family
where a parental child is functioning at the top of the hierarchy, an
intermediate organization may be to make the mother's role overly
central. From this stage, it is then possible to move to a more normal
hierarchy because the parental child has been freed from the rigid
position of his or her usual role.
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Finally, Haley cautions against moving onto new issues with
families once there have been changes in the presenting problem, unless
the therapist has another specific contract to deal with the new pro-
blems .
Presenting directives . Haley highlights three purposes in giving
directives. (1) to bring about change inside and outside of the therapy
session, (2) to intensify the connection with the therapist, and C3)
to gather information both about day to day sequences of interaction,
flexibility of the family, and their response to direct or indirect
requests. Directives that change patterns of behavior in the family are
described as more powerful and useful than educational interventions or
just giving good advice.
Several ways to motivate a family to do the task are described by
Haley. Using a direct approach, if the family and therapist have agreed
upon a goal, the therapist can then design a task to help the family
reach their stated goal. If different people in the family have varying
goals, then the therapist needs to find something in the task that is in
the interest of each member (Haley, 1976}
.
If the direct appoach does not work, tasks can be presented in
other ways. The therapist can have the family talk about all the ways
they have tried to solve a given problem that have failed. Or, he or she
can emphasize how desparate the family situation is, even projecting
what the future will be like if the problem continues. With these ante-
cedents, the family may then be more willing to accept a therapist's
directive
.
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A family will be more likely to follow the task if it is presented
in their style. For example, if a family sees themselves as very moral,
upstanding members of their community, who act well within acceptable
norms, the task should be framed within this context.
In giving the task
,
the therapist should always be precise as to
who will do what when, involve everyone in the task, and review the
task before people leave the session. In the following session, the
therapist should always check on the homework and have planned out a
response and/or plan of action if the directive was not followed or
only partially completed.
Therapy with disturbed young people . In Leaving Home (1980), Haley
has outlined a four stage paradigm which he feels is particularly effec-
tive in working with families with a young mad member. Haley stresses
that this model of therapy is not a prototype for how a healthy family
should launch teenagers and young adults from the home, but is only for
families with a disturbed young adult.
When there is a problem with young adults who exhibit mad or
bizarre behavior, it is assumed that the young adult’s lack of success
in the outside community has to do with a problem in the home. The pro-
blem is conceived of as triadic in nature, with at least two other
persons involved with the young person. The therapy goal is to free
the young adult from this triangle.
The four stages are as follows:
1. The therapist is in charge of the case. Multiple therapies
should not be used and the therapist should have power over rehospitali-
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zation, medication, and any other interventions made by the mental
health system.
2. Control needs to go back to the family. The parents should be
put in charge of solving the problem of the young person. The thera-
pist joins with the parents in the hierarchy. Focus is on the here and
now and other conflicts and problems are ignored for the time being.
The goal in the therapy is on the young person becoming normal as quickly
as possible.
3. As the I.P. improves, the family will become unstable. One
or both of the parents may begin to show problems or threaten separation
or divorce. The I.P. may relapse, to take the focus off of the other
problems. The parents will hopefully lean upon the therapist who has
sided with them and not need the *’help” of the mad young person.
4. As positive change continues, the therapist should disengage
quickly. The pattern should be intense involvement and then a rapid
drawing back, rather than extensive interviews over a long period of
time
.
In summary, the Haley strategic family therapy model shares many
of the elements of its format with the MRI problem-focused, time limited
therapy. However, in contrast to the MRI model as well as the Milan
model, the therapist uses more straightforward interventions, is more
directive in sessions, and talks about the underlying structure of the
family in organizational terras focused on hierarchy. In these three
aspects, the Haley model is closer to the structural approach.
Haley appears to offer a bridge between the MRI and Milan models
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and the structural approach - combining aspects of each in his powerful
model. He has also made a particular contribution to strategic therapy
by explicating and emphasizing the intricate processes of the therapy.
Comparing and Contrasting the Four Models
So far in this chapter, three strategic family therapy models, and
the structural family therapy model have been outlined. These models
are now presented in Table One to compare and contrast them. Any chart
is, by necessity, a simplication and generalization, but the essence of
each therapeutic model is preserved.
Comparing
and
Contrasting
Three
Strategic
Models
and
the
Structural
Model
of
Family
Therapy
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There are six areas in which this author perceives important
differences between the strategic and structural models: (1) emphasis
on different parts of family organization, (2) varying formulations of
how change occurs, (3) contrasting types of interventions, (4) direct
moral judgements about the family as opposed to positive connotation,
(5) therapist's use of self to join with subsystems versus the therapist
allying only with the whole system, and (6j the Long Brief Therapy
model as a stricter systemic interpretation of family interaction.
Family organization .
Each of the four models emphasize different parts of family organi-
zation. The Milan Group highlights the rule of rules as a way to
enter the family system. Brief Therapy stresses positive feedback
loops that have become rigidified in a family, as a reaction to trans-
itional problems in life. Structural family therapy examines family
organization in terms of subsystems, hierarchy and boundaries.
Haley's model of strategic therapy highlights interactional sequences in
tandem with family hierarchy and coalitions.
Each of these four stances seem to be different ways to con-
ceptualize the family system. Each theory has chosen a different part
of the elephant so to speak, to punctuate as the most important part of
family interactional patterns. To some extent, the assessment that is
used for each model focuses data that is gathered toward their particu-
lar therapeutic bias
.
The MRI and Milan models appear to analyze the complexity of the
family system without the simplifications of the structural approach.
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For instance, when Paul Watzlawick was describing a family in a workshop
at the University of Massachusetts (March, 1979), he was asked if he
could describe this family in different terms such as hierarchy,
boundaries, subsystems, and alliances. Watzlawick stated that yes, he
could do that. It is almost as if the strategic model assumes the
structural information regarding the family as a first step, and jumps
over this level to a more complex view of the problem.
Haley's model offers a bridge between these two stances. This
model highlights the interactional sequences (as does MRI)
,
but ties
them to the structure of the family.
Formulations about change
.
Qiange is formulated differently in the four models. In the MRI
and Milan strategic models, if a change in behavior patterns is started
in a family, it is hypothesized that this change will in turn bring
about other alterations in the family system. For the MRI model, it is
postulated that small pragmatic changes are often enough to introduce
larger changes into the family.
In contrast, in structural family therapy, in order for change to
take place, the family has to be fundamentally restructured, and a new
homeostasis will then emerge from that restructuring. Again, Haley's
model takes a more middle position. The therapist works at changing
sequences of behavior at the same time as he or she restructures hier-
archy, alliances, and coalitions in the family.
Types of interventions.
Because of their contrasting formulations about change and views
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of resistance to change, diverse interventions are stressed in the
strategic and structural models. In the Milan Group, interventions are
aimed at changing the "rule of rules". New rules are offered in
counterparadoxi cal games.
In Brief Therapy, interventions are small changes that are far
removed from the problem. The left hemisphere is blocked from its
usual problem solving patterns, and techniques are indirect with a
heavy emphasis on paradoxical instructions.
In Haley's model of strategic therapy, direct interventions are
tried first. If these do not work, then indirect approaches are tried
which change interactional sequences, as well as restructure the family.
Shifts in who talks to whom, building intensity, the composition
of subsystems, and the restructuring of boundaries are interventions
that are found in structural family therapy. These interventions are
more straightforward and are aimed at directly changing the family
structure. The interventions in structural family therapy can be
described as more present oriented, using strengths that already exist
in the family. Strategic interventions (such as paradox, relabeling,
use of metaphors, and rituals) can be seen as methods to build alterna-
tive realities, highlighting the possibility of new strengths in the
family.
Positive connotation versus moral judgements.
In the MRI and Milan models, the emphasis is on positive connota-
tion and relabeling as a way of overcoming the family resistance to change.
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In the structural model, at times the therapist is very critical and
moral, for example, criticizing the family if they did not do their home-
work. A structural family therapist might say something like, "You came
here for help, now shape up."
This type of move is viewed as provoking the system to resist the
therapist in the Brief Therapy and Long Brief Therapy models. In these
strategic models, if the family does not do the homework, the therapist
takes on the responsibility stating that the therapist's task was not a
good one, or was suggested too soon, et cetera. A judgement is not put
upon the family. For this reason, Watzlawick characterizes these two
the strategic models as more "elegant" than the structural model.
^
Haley's model of strategic therapy includes elements of both
positions; directives and interventions, should always come from a
position of assigning no blame, yet the family can itself be held re-
sponsible for completing tasks and homework.
Therapist's role in the therapeutic system .
An important technique in the structural model, and at times in
Haley's model, is the therapist's use of self to join with subsystems to
unbalance the family homeostasis, or to form new alliances. The role of
the therapist in the MRI and Milan models is more distant, and the thera-
pists do not ally themselves with subsystems. Rather, the therapist
joins the whole system with their use of positive connotation or refram-
ing. In the Milan model, it is particularly important that the therapist
^Paul Watzlawick, personal communication, March, 1979.
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remain in a neutral role so that they are then able to comment upon the
family system on a meta-level.
Systemic interpretations
.
Finally, the Long Brief Therapy model is a stricter systemic
interpretation of family interaction, than the Brief Therapy, structural
family therapy or Haley's strategic model. Each move on the part of the
family is seen as a maneuver in the family game, i.e. requests for a
change in sessions, emergency sessions, phone calls, or family members
missing from a session. None of the other three models view these
actions as such an important part of the family homeostasis.
In short, the strategic and structural models emphasize different
aspects of family organization, present contrasting views of change and
resistance, and their varying interventions reflect these differences in
beliefs. Haley's model appears to occupy a particular place as a
bridge between the MRI and Milan models, and the structural model.
Perhaps what is most important in the development of the field now
in family therapy is not to quarrel over which view of the family
system is most credible (like churches quarreling over their doctrines),
but to move on as Selvini suggests, to think in a true systems model,
without relapses into the cause and effect model (1979)
.
Introduction to the Sections on Live Supervision
As these models of therapy were being developed in the late 1950 's
through the 1970 's in the United States and Italy, theories of . super-
vision shifted so that they fit the models of family therapy better. All
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four of these therapy models use the active, live supervision method of
training students. As Haley wrote in 1976,
As clinical training programs change it is being
discovered that a theory of therapy and a theory of
training are often synonymous. If a teacher believes
that insight causes therapeutic change, he trains a
student therapist by giving the student insight into
himself and his personal problems. If a therapist
thinks that change occurs because of an increase in
positive reinforcement, he trains his therapy students
with positive reinforcement procedures (p. 170)
.
This has certainly been true in the development of training in
family therapy. As systems models were being developed and therapists
took the positions that change comes through action, rather than insight;
that all behavior has an interactive element; that therapy should focus
on the present; and as the power of the therapist was emphasized as well
as directives; the model of supervision shifted accordingly. Erickson
highlighted these changes in 1973:
The goal of the teacher is to assist the learner in
shifting his orientation toward new ways of perceiving,
thinking and behaving in at least three related areas:
1. From perceiving individual behavior to perceiving a
larger context of behavior.
2. From bringing about change through a professional re-
lationship to bringing about a systems change.
3. From passivity to activity within the social situation
of the interview Cp* 13).
Students learn from modelling the processes by which they are
taught, and teaching methods should abide by the same principles of the
information that is presented. ’’Hence, if the learning of family
therapy is to be effective, a model that is congruent with that which is
being taught is an essential feature of any training
program" (Walrond-
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Skinner, 1979, p. 201).
Thus, in teaching family therapy, as systems models emphasize ex-
periential learning, i.e. activating and restructuring family trans-
actional patterns, the supervisory model emphasizes the trainee learning
by doing. The supervisory role is very powerful, as is the role of the
trainee-therapist in session with the family. Directives are given by
the supervisor to the student to open new interactional patterns, and
the trainee also presents powerful directives to the family through
interventions, homework assignments and rituals. Emphasis with the
family is on the here and now, and in supervision, the focus is on what
is happening with the trainee at the moment.
In family therapy, with its theoretical concentration on group
interaction, it is interesting that much of the supervision is now done
in a group. It is the opinion of this author, that the difficulties of
trying to think with a systemic view, rather than the linear causal
model, have contributed to this structure. Within the group, each
member can learn from other's observations and punctuation of informa-
tion, thus possibly reaching a systemic view of the family interaction.
It has taken time in the field of family therapy for this congru-
ency between training and practice to happen. The first section of the
second half of this chapter will trace the beginnings of this process.
Evolution to live supervision .
Supervision in psychotherapy has traditionally consisted of the
trainee writing process notes after the therapy hour and then sharing
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them with their supervisor in a private session. The supervisor then
commented on the trainee's self-report and guided the student in the
therapeutic process. In time, people questioned the efficacy of this
approach, stating that the possibilities of distortion were extensive as
the supervisee wanted to look good in the eyes of the supervisor and all
interactions were described through the "reality" of the trainee-
therapist (Kubie, 1958; Ward, 1962) . Studies evaluating this technique
have found that the student left out information and made marked
distortions (Covner, 1944; Muslin, Burstein, Gedow 8 Sadow, 1967).
Stefan Stein and his colleagues (1975) found also that it was difficult
for the supervisor to evaluate a client accurately with only the verbal
report of the trainee. Supervisors tended to underestimate the problems
of the client with this approach. However, with live supervision, both
the supervisor and the trainee agreed more closely as to a diagnosis of
the problems.
In an attempt to provide more accurate information on the thera-
peutic process, supervisors began to ask their trainees to audio tape
their sessions (Kubie, 1958). Carl Rogers was an important leader in
this area. Thirty years ago he used electrical recordings, thus "first
exposing the psychotherapeutic relationship to direct observation and
measurement" (Matarazzo, 1978, p. 960).
Realizing that audio tapes were still lacking in that they left
out crucial non-verbal behaviors, some people started to watch sessions
from behind one-way mirrors. There are reports in the literature as
early as 1955 of supervisors and groups of trainees observing sessions
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(Fleishman). In 1957, Nathan Ackerman established the first family
mental health clinic in the United States, the Jewish Family Service
(later to become the Ackerman Institute)
. He trained new staff by
having them observe interviews. Some sessions were also filmed to
share with a larger audience (Kempster S Savitsky, 1967). Live super-
vision (as it is now defined) was not happening yet, but the groundwork
was being laid.
Around the same time, video technology was becoming more wide-
spread. Supervisors started asking their trainees to videotape their
sessions and share them in supervision. The Mental Research Institute
in Palo Alto acquired their first video machine in 1963 (Bodin, 1969)
.
By the early seventies, video came into its own and began to supplant
audio recordings (Matarazzo, 1978). However, video still had some of
the drawbacks of audio recordings. The trainee could chose only certain
sections to show and video equipment still could not record all the
subtleties of human interaction.
Thus, the place of video began to become one of use in conjunction
with live supervision. Supervisors liked the immediacy and impact of
watching a family from behind the one-way mirror, yet video could be
used after the session to check information, sequencing and interactional
patterns
.
In the early sixties, devices were developed such as Komer 8
Brown's (1962) mechanical third ear so that the supervisor behind the
one-way mirror could communicate directly with the trainee in session,
without the clients hearing. Other devices (Ward, 1960; 1962) have
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been developed that do not require a cord leading into the trainee’s
ear. Minuchin reports that in the early sixties he was using an inter-
com telephone hook-up.^
After using this two-way audio-visual technique for years, Ward
(1962) wrote that this technique had become a routine part of their
teaching program in individual psychotherapy. He stated, "We would now
consider ourselves considerably handicapped if we had to revert to the
old, slow, error- compounded method of after-interview synopsis" (p. 1128).
Students and clients both adjusted easily to this format, and by Ward's •
evaluation, students progressed more quickly with this model.
While this model of live supervision was not taken up very rapidly
by individual psychotherapists, it spread quickly in the field of family
therapy. By 1976, Beal found in his overview of fifteen training centers
in family therapy, that few places were using the traditional one-to-one
type of supervision. Rather, they almost always used live or videotaped
sessions of family therapy or group discussions.
Gershenson and Cohen C1978) point out that since the work in
family therapy is done so openly, with all members participating, it is
not surprising that the field embraced the live supervision model, which
is also very open. Perhaps with the 'discontinuous leap’ described by
the Bateson project to begin to look at the family from a systems
perspective (Watzlawick 8 Weakland, 1977), theorists in the field
struggled to find new teaching models that would fit the world view of
'^Salvador Minuchin, personal communication, March, 1980.
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systems theory. Certainly, from the fifties to the sixties, as family
therapy models became more action oriented (Roberts, 1979a), so did the
models of supervision that were used with them.
Live supervision today .
The early literature on live supervision (Kempster 5 Savitsky,
1967; Leader, 1965) defined it broadly, stating that the co-therapy
model, the use of tapes and films as well as the supervisor observing
from behind the one-way mirror were all variations of live supervision.
Supervisors did not necessarily have contact with trainees during the
session. For instance, Kempster ^ Savitsky (1967) mentioned that the
bug-in-the-ear technique of Ward (1960) had exciting possibilities for
family therapy supervision, but that they had not tried it yet at the
Jewish Family Service.
The definition that is presently accepted in the field of family
therapy for live supervision is narrower and more precise. Now the
term refers to supervision done behind a one-way mirror where the super-
visor has some type of contact with the supervisee during the session
(Montalvo, 1973; Haley, 1976). Haley (1976) and Montalvo (1973) have
been the most explicit proponents of live supervision. With their
interest in training in family therapy, they have applied their expertise
to defining, examining and practicing live supervision. Montalvo, in
his 1973 article, "Aspects of Live Supervision", describes the ground
rules for this model: (1) that either the supervisee or the supervisor
can initiate contact during the session; (2) that the dialogue between
supervisor and trainee will be brief while therapy is in session, while
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the pre and post sessions will be longer; (3) the supervisor will try
to support the therapist's style, but that both recognize the right of
the supervisor to make demands; (4) that the supervisee will have more
control as she or he develops in skill and the relationship will become
less vertical; and (5) there may be certain times that the supervisor
tells the trainee that he or she must do something.
Montalvo also presents case examples to show how the supervisor
helps the trainee to understand the systems model, as well as teaches
them a range of interventions to use. Supervisees are encouraged to
learn from their mistakes. Particular attention is paid to the inter-
action of supervisor and supervisee and what their roles are in the
system that they create.
In Problem Solving Therapy Haley (1976) highlights live super-
vision as action oriented, where the trainees change their behaviors as
they work directly with families, rather than primarily after the fact
through discussion, reading, or observation and insight. He emphasizes
teaching trainees a wide range of techniques. A key Haley ground rule
is that a criticism should not be presented unless the person offering
it can outline an alternative way to handle the situation. Hierarchy
is very clear in Haley's model with the supervisor as the only person
who phones in interventions or makes direct suggestions to the super-
visee. If change is not happening in a case, the supervisor is then
held accountable by Haley.
In interviewing experts in the field at the beginning of this
study, most of the well-known training centers were using this model of
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live supervision which is predominantly supervisor-guided (see Appendix
H for interview c[uestions)
. For instance, as Minuchin described training
at the Philadelphia Child Guidance Clinic, he said, "the trainees behind
the mirror are designated as observers, I teach those behind the mirror".
He is the only one who phones in and the role of the trainees behind
the mirror does not change over time as they gain more expertise be-
cause, "they are always students". At the Family Therapy Institute in
Washington, D.C., Haley stated that the students behind the mirror can
give advice to the supervisor as they gain more experience, but the
supervisor is the only one who phones in and the supervisor does not
check with others behind the mirror as to the content of the phone-in.
Paul Watzlawick at the Mental Research Institute in Palo Alto,
California, and Lynn Hoffman at the Ackerman Institute for Family
Therapy in New York City both said that while they have projects which
work with their experienced staff in a model of live supervision which
is more collaborative, they do not use this model for training. Their
training models are within the framework of supervisor-guided live
supervision. At Ackerman, the trainees behind the mirror move towards
a peer group over time, but Hoffman stated that the level of the
individual students is so varied that training cannot occur with them
functioning as co-equals in a team in the manner of the Milan Group.
However, at Ackerman, more experienced trainees do participate in
designing team interventions.
As this supervisor-guided live supervision model was disseminated
in the late sixties and early seventies, articles written mainly by
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supervisors describing their experiences with the model, began to
appear. Birchler (1975) surveyed the supervisory models being used in
training in family therapy. He describes the traditional model of self-
report, the co-therapy model, and direct supervision with delayed feed-
back, i.e. observing a session and talking about it later. The live
supervision model (which he calls 'direct supervision and treatment
with instant feedback') is presented as an "innovative way to combine
the most positive elements of the foregoing models, while adding a new
dimension, instant feedback" (p. 334).
The four physical set-ups that are currently being used in the
field of family therapy are outlined by Birchler: (1) the trainee
leaves the room to confer with the supervisor, (2) a system of two
telephones with one telephone in the therapy room and the other in the
observation room behind the one-way mirror, (3) a walkie talkie system,
and (4) a bug-in-the-ear system in which messages are sent to the
trainee from the supervisor through a wireless transmitter.
The last two set-ups that he describes seem to be used more by
behavioral therapists than family therapists. The telephone hook-up is
probably the most common set-up with family therapists now. This method
is used by the Philadelphia Child Guidance Clinic, the Mental Research
Institute and the Family Therapy Institute in Washington, D.C. It was
also the method used by the two programs studied in this paper.
The Ackerman Institute and the Milan Group in Italy continue to
work with the first method described by Birchler.
Birchler also presents three ways in which feedback seems to be
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very powerful in live supervision. First, the therapist can quickly re-
focus the direction of the therapy. Secondly, the role of the super-
visor can become one of the "expert" and various interventions can be
presented by the trainee as coming from this expert. The therapist can
also receive immediate reinforcement for interventions that are working
well, while using the expertise of the supervisor to elaborate on the
interventions. In this study, information will be gathered to see what
methods of feedback are powerful
.
Other strengths are highlighted by Hare-Must in (1976) in her brief
description of live supervision: the effectiveness of the model to pull
a trainee out when they are being "sucked" into the family system; and
fewer distortions than the self-report model. However, problems can
arise when a supervisor has a particular intervention that they want
the trainee to carry out, and the trainee is not able to present it in
the manner envisioned by the supervisor. The impact of the inter-
vention can very quickly be lost in this way.
Other drawbacks that have been written about in the literature are
the amount of time required of the supervisor (Birchler, 1975) and
supposed difficulties with the trainee being able to find their own
style. Also, not all facilities have the necessary equipment for live
supervision. The relationship between supervisor and supervisee also
may have to be worked out more carefully than in a more traditional
supervisory model, because their interaction is ongoing during the
therapy session (Birchler, 1975). If the trainee and supervisor are ex-
periencing interpersonal difficulties during the time that the trainee
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is running the session, this is bound to effect the case.
Other articles on live supervision have focused on using this
model in a group. Both sites being studied in this research project use
group supervision. Tucker, Hart 8 Liddle (1976) describe in detail
their co-therapy team supervision model in Philadelphia. Their intent
is to make their model available to others in the field that may want
to replicate it. Very few models of live supervision have been depicted
in enough detail to be transferred to other settings. One of the goals
of this study was to present both programs in enough detail so that they
too can be replicated.
Objectives for their training are also clearly outlined by Tucker,
Hart § Liddle. They state that evaluation has frequently been difficult
because it is not clear what is being measured. Therefore, in this
research study, the supervisors will be asked to outline the skills they
are teaching in detail, so it is clear exactly what is being evaluated.
Two supervisors of another group ran a program where all the
therapy supervision was conducted within a group (Stier 8 Goldenburg,
1975) . They presented three strengths of group supervision: (1) with a
focus on many families, a range of family therapy skills could be
taught; (2) the students seemed to become oriented more quickly to the
systems perspective through the amount of exposure; and (3) more people
were trained in less hours than using the traditional one-to-one mode of
supervision.
This same program was described from the perspective of the
trainee by O'Hare, Heinrich et al. (1975). They found it a very posi-
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tive experience in that they learned from each other's successes and
failures, they were exposed to a variety of techniques, and they re-
ceived group support for difficult cases. Information was transferred
from what they learned processing their own group interactions to
similar problems that occurred within the families they were treating.
This author could find only three articles in the literature
analyzing live supervision from the perspective of the trainee. In
the second of the three articles, Ilene Dillon (1976) describes her ex-
periences in 1971-72 working in front of a one-way mirror with an ear-
phone connecting her to her supervisor. Dillon indicates typical
reactions that students had to this type of supervision: first relief
that the earphone was there, followed by distress that the comments
coming from the instructor were not necessarily heading the trainee in
directions they had planned for the session. Every third week, the
student worked without live supervision, and Dillon believed this helped
them to feel more competent and autonomous.
This article is primarily descriptive. At the very end, the author
asks, "Can every student psychotherapist benefit from such a learning
setting? I don't know" (p. 160). Dillon states that perhaps this model
requires greater sophistication on the part of the students. This is
the first reference in the literature that this researcher found in
which the question of which trainees this model might be the most
appropriate for is addressed. However, Dillon goes no further with this
question. This indicates the need for studies such as this one to
gather information about the skill development of trainees so that
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hypotheses can begin to be generated regarding the effectiveness of
training with various students
.
In the third article from a student perspective, two trainees
advocate live supervision after their experience for two and one half
months working as co- therapists using the Haley model of supervision.
Their experience verified what had been written about the process by
supervisors. They found it to be very powerful, their learning ’snow-
balled', they were able to learn on the spot, and it was possible for
them to move immediately in new directions in therapy. Three phases
are emphasized that they passed through in becoming comfortable with
this model. At first, they were very anxious and resistant. Then, they
became very involved with their case, and at the same time, there was
reduced verticality in their relationship with their supervisor. In
the last phase, they began to initiate more of their own interventions.
These studies, in indicating the strengths of group supervision
such as peer interaction, learning from watching others, and from the
supervisor's directives, pointed the direction to types of questions to
be asked of trainees in this study to find out which aspects of training
contributed the most to their development.
A further refinement of the group supervision model that has been
presented in the literature, is the peer supervision group where members
participate as equals. Ten family therapists of the Brief Therapy Proj-
ect at the Ackerman Institute organized themselves as a peer consulta-
tion group (Papp, 1977). The people in the group were experienced
family therapists and they wanted to experiment with various aspects
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of the Brief Therapy approach. They divided into two working teams of
five members each. While one team member worked with a family, the
others observed. This group behind the mirror was used as "the third
member of the therapeutic system which consisted of the therapist, the
family, and the consultation group" (Papp, 1977, p. 144).
In this model, the therapist in the room regularly leaves the
session to check with team members on interventions and homework tasks.
Or, from time to time different members behind the mirror call the
therapist out. This work is based on theoretical positions from the
Milan Group (Selvini et al., 1978) and the Brief Therapy Project at
MRI (Weakland et al., 1974). It is different from a peer supervision
model as described by Allen (1976) or Hare § Frankena (1976) because
the supervision is live and also many of the interventions that are
used are team interventions patterned after the work of the Milan
Associates (Selvini et al., 1978). To date, this model is not used as a
training model at Ackerman because of the wide ranges of level that
they have in each new training group that enters the program.^ However,
one of the programs examined in this study works towards this model
over a nine month period of time. Information was gathered in this
study as to the effectiveness of this new training model.
In contrast, the peer supervision group of Allen (1976) did not
use live supervision, but each individual was responsible for bringing
in material to present after their sessions. The leader was designated
^Lynn Hoffman, personal communication, March 1980.
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by the entire group and was responsible only for scheduling times.
Allen found that it was important that the group be relatively equal in
the amount of experience of each person in the therapy field, so that
people did not naturally turn to someone to lead the group because of
their expertise.
Hare and Frankena (1976) describe two groups of four persons each
that also worked in a peer supervision model. They shared audio tapes
and observed each other’s work informally whenever possible. However,
they did not supervise from behind the mirror. The authors found that
the groups were particularly helpful to support the interests of group
members in new approaches as well as their development as professionals
new in the field.
There have been few articles published on peer supervision. As
Liddle § Halpin stated in 1978, peer supervision is an unexplored area
of training in family therapy. This study gathered information about
the effects of working with peers in nine months of training.
In sturanary, over the past twenty-five years, live supervision has
come to play an important role in family therapy training. However, to
date most of the articles written on it have been brief, and frequently
lacking enough description to allow someone else to replicate a program.
The state of the field is at a nodal point in the eighties. With family
therapy training rapidly expanding, succinct work needs to be done on
what training components contribute to the skill development of trainees.
Research on Training in Family Therapy
Literature on the training of family therapists is in its infancy.
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Surveys of people in the field show that "only a small percentage of
those responding were involved in family therapy research" (Liddle 5
Halpin, 1978, p. 88). Those studies that have been published demon-
strate the difficulties of trying to break down and measure the complex
skills involved in teaching students in family therapy. As Walrond-
Skinner (1979, p. 222) says:
No properly validated behavior category instruments exist
by which a student’s audio- or video-taped interviews with
actual families can be rated - thus no work has been done
on the degree to which student family therapists develop
their mastery of executive therapeutic skills after training.
Likewise there has been no evaluation made of the correla-
tion of change in trainee therapists' behavior in therapy
with outcome measures designed to examine the families they
have treated. Many questions remain unanswered. What are
the significant variables of family therapist behavior
which should be taught to trainees? Which teaching techniques
are most effective in enabling students to learn them? Who
should be trained as family therapists and what prior knowl-
edge and experience base should they have? How should
theory and supervised practice be integrated and in what
setting and for what duration of time should training take
place?
She goes on to state that she has not been able to find any published
research into any of these areas of family therapy training.
In 1973, Levin & Cleghom differentiated the learning of family
therapy skills from skills needed to work in individual therapeutic
modalities. They categorized family therapy skills into three areas
(taken from Epstein § Levin, 1973): perceptual skills, conceptual, and
executive skills. Perceptual refers to the ability of the therapist to
correctly observe what is happening with the family. Conceptual refers
to the ability to assess and give meaning to these observations. The
interventions of the therapist as well as his or her affective response
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comprise the executive subset of skills.
Tomm § Wright (1979) elaborated on this work by presenting an ex-
tensive outline of skills in these three areas of therapeutic competency
for advanced trainees. This outline is based on the theoretical
approach of their program at the University of Calgary which incorprates
psychodynamic and social learning theory within a systems model. Their
work begins the process of clarifying exactly what skills need to be
addressed in training family therapists.
Leahey § Tomm (1980) designed a study where three different
methods were used to teach family assessment skills. As a part of the
study, they asked students to look at videotaped excerpts of families
and then respond with appropriate assessments. The excerpts were short
(from three to seven minutes long) and were of two types. One showed
families in session with a therapist and the other type was of the
family during a standardized task with no interviewer present. The
authors highlighted the future possibilities of using video segments for
examining the skill development of trainees. Further work needs to be
done though, to demonstrate that different videotape sections are indeed
parallel forms of the same instrument.
The impact of training done by the Philadelphia Child Guidance
Clinic for five months in forty-one county mental health centers in
Pennsylvania was measured by Flomenhaft 8 Carter (1974; 1978) . Each
participant was asked to fill out a thirty item questionnaire. The
study found that time spent on administration and training increased
after participation in their program, so the authors indicated that the
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clinic was successful in training participants to train others. Also,
therapists in the program showed increased felt confidence, effective-
ness as therapists, effectiveness of their agencies and increased
status in their agency. However, these areas were all measured with
one instrument - self-report - which is somewhat biased. The most
significant change that the study reports is the increased time that
participants spent in seeing families (it increased from 14% of the
time to 40%) . The type of therapy or therapy outcome during that in-
crease in time was not evaluated.
Another study by Sigal et al. (1973) measured the response of
family therapists to a family session role-played on video, as well as
comments audiotaped by the same therapists in live sessions. Responses
were compared in three content categories and two non-content areas.
The authors found that there were stable individual differences
between therapists in training whether the session was an early or a
later session. The differences that they were able to gather signifi-
cant information on were the amount of ’Drive’ statements and ’Number
of Speeches'. ’Drive’ refers to statements which ’’stimulate inter-
action, ask for information or demonstrate the therapists’ empathy” (p.
200). A speech was defined ”as an intervention by the therapist, which
was preceded and succeeded by comments made by family members” (p. 200).
The responses of neophyte therapists in training remained the same
over time in these two areas.
This was one of the few studies that this author found that tried
to measure change over time with therapists in training. It was very
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for the roscarchors in the study to obtain clear results
.
Sigal et al. point out an important limitation of their study, that
these individual differences that they were able to measure have not
been correlated yet in any way with outcome in therapy.
Another attempt to measure change over time was made by Stier §
Goldenberg (1975) . They used the Interpersonal Checklist developed by
Leary (1957) to measure change in trainees perceptions of themselves
and their co-therapists in a second year seminar. The authors examined
two bipolar dimensions - Dominance and Love - to try to assess how to
create successful co-therapy teams. Two therapists who had significant
discrepancies on scores of the Dominance measure of the checklist had
the most difficulty in working together. Therefore, the authors posited
that it was better to match co-therapists that had more similar views of
themselves as powerful. By the end of the seminar, trainees saw them-
selves and their co-therapists as significantly lower on the Love
dimension. This was interpreted to mean that the therapists were able
to use a wider range of roles at the end of the seminar, rather than
being just the expected "good” person.
The only study published to date which attempts to compare two
different models of supervision in training is one by Walrond-Skinner
(1979). She contrasts the insight oriented family therapist’s reflec-
tive model of supervision with the live supervision of the behavioral ly
oriented therapist. Challenging the notion that these two models are
at opposite ends of the spectrum, Walrond-Skinner designed a study to
demonstrate that personal growth happens even in a short (3-6 months)
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behaviorally oriented training program in family therapy. She used two
measures, the student's perceptions of their changes and two repetory
grids based on Kelly (1955) that organize information so that the rela-
tionship between a person's constructs and the areas being examined can
be seen. She gathered information on twelve different combinations of
relationships, for instance. Self to Supervisor, Self to Client, Self
to Family, Ideal Self to Client Family, et cetera. She found that even
in a short amount of time in a behaviorally focused family therapy
training program, there was a considerable amount of personal growth
(according to the measures that she used). Because of this, she
recommends that a rigid line not be established between the personal
growth emphasis of some training programs and the skills focus of other
programs
.
Recently, information has been gathered more specifically on live
supervision by Wright (1979) and Liddle. Wright examined the content
of 72 phone-ins of supervisors and found that more effective phone
messages as measured by the supervisee's response to them, were succinct,
30 seconds in length or less, contained one or two key ideas and did not
attempt to explain the process of therapy at that time, but rather pre-
sented brief interventions that the therapist could put into effect in
the session.
In Philadelphia at Temple University, Howard Liddle began in 1980
to gather information from forty trainees in the field regarding their ex
pectations of live supervision and whether their training has met their
expectations. He expects to have this study completed by the spring of
1982.
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In summary, this review of the literature pointed the directions
for this study to move. Live supervision has become more widespread in
the last three decades and it is often chosen as the best training model
in family therapy. Yet, most of the articles published on this area are
brief descriptive reports of one program. Few programs have been
described in enough detail to be replicated. Also, there has been only
one article published that compares live supervision with another model
of supervision. No research to date has begun to differentiate the
various models of live supervision that are beginning to develop.
The state of the field is in its infancy. The work is not defined
enough yet for an empirical approach. The case study method is the
method of choice when there is little pre-existing knowledge. In the
next chapter, the reasons for choosing the case study methodology are
presented, as well as the format for data analysis. Most of the studies
in the field to date have used only one measure to gather data. This
has been a weakness throughout the studies. Therefore, this research
project used four measures with the intent of moving beyond the self-
report data gathering base.
CHAPTER III
METHODOLOGY
Description of Research Methodology
The research methodology that was used in this study was the case
study approach. This method is described as the in-depth study of either
a single individual or case, or a larger unit such as a program or group
of people (Frazier, 1973) . Rich new data can be gathered with the case
study approach, but it is more than just collecting data. It includes
careful analysis of the new information as well as the generation of
hypotheses to interpret the information collected and to indicate new
directions for future research (Jahoda et al., 1951; Sax, 1979).
This approach lends itself to work being done in a new field where
the important variables to be studied are not yet clear. The wide range
of information that can be gathered helps to formulate and isolate these
variables. For this reason, where there is little prior knowledge in a
field of study, it is the preferred approach. Furthermore, the case
study method has been described as the most extensive research method
which collects information and inferences in a way which makes a complex
synthesis of information possible (Barr, Davis 5 Johnson, 1953)
.
As highlighted in the review of literature in Qiapter Two, there
has been almost no work done in the field of family therapy in the areas
of differentiating models of live supervision, evaluating live super-
vision as a model of training, or examining live supervision from the
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perspective of how it develops trainee skills. Therefore, the case
study methodology was the preferred choice of design for this study.
The focus in the case study is idiographic, that is, the emphasis
is on trying to understand the particular position of an individual case
or institution without generalizing this information to a larger
group (Sax, 1979) . However, hypotheses can be generated from the case
study that can then be tested out with a larger group. Other uses can
be to point out gaps in knowledge, as well as highlighting directions of
change in the programs or institutions being studied. Also, careful
data on how theory works in practice can be extrapolated (Sax, 1979).
In this study, hypotheses were generated as to which aspects of
live supervision contributed to the skill development of family therapy
trainees. It was expected that in both models, two of the main ways in
which trainees and supervisors would feel that learning is occurring is
through phone interventions fyom the supervisor, and from the actual ex-
perience of working in sessions with a range of families. With the model
of supervision that is based on the structure of the Milan Group, it
was thought that there would be a higher emphasis on learning from
peers, both from observing others work as a team from behind the mirror,
as well as in the team discussion of cases. Furthermore, it was anti-
cipated that the trainees being supervised with the Milan model would
be more sophisticated in their conceptualization of strategic team
interventions, as well as being able to differentiate more clearly the
strategic model of Selvini-Palazolli et al. from other strategic models.
On the other hand, it was expected that the group working with the
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primarily Haley model of supervision would be able to work more precise-
ly and clearly with the Haley model of strategic family therapy. Also,
it was thought that they would have a higher comfort level of working
on their own without the support of a team.
Other areas that were examined in this study were how the two
theories of live supervision work in practice, as well as analyzing how
the supervision models might be more effective.
In selecting topics for case study, it is more productive to study
/
positions that are explicitly different, not just middle of the road
positions that are generally accepted (Sax, 1979). For this reason, two
of the most recent models used to train family therapists, on the cutting
edge of the field of supervision, were chosen to be examined.
It is important to gather information from many relevant sources
in the case study, to generate stronger hypotheses with a wide data
base. Data can be from primary or secondary sources. In this study,
four primary sources of gathering data were used: (1) field observa-
tions by this researcher of both groups working directly with families
and planning cases, as well as interviews with trainees and super-
visors twice during the year; (2) responses of the trainees pre and
post to a video task, (3) trainee self-ratings and supervisory ratings
of trainees on a thirty-two item skill inventory, and (4) trainee and
supervisory perceptions of thirteen methods of skill acquisition.
Because one of the supervisors in this study (Coppersmith) was
also the chairperson of the researcher's dissertation committee.
Coppersmith was never callod upon by this researcher over the ten months
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of data collection to act in her role as chairperson. Rather, the
author worked with other members of her committee.
Selection of Community for Study
Within this geographic area, two programs were looked for that
were serving a wide range of clientele in an outpatient setting, and
that were using strategic and structural models of family therapy (as
defined in Chapter Two)
. Two programs were found that used live super-
vision to teach these models, with approximately the same number of
graduate students over a nine month period of time. Both locations
had a phone hook-up with the supervisor and a group of trainees behind
the mirror for sessions . Videotape was used by both groups in case
planning, analyzing the session, et cetera.
The supervisors were then interviewed and sessions observed, to
gain an understanding of the supervisory models that each used. There
were important differences between the two models in three areas: (1)
hierarchy of supervisor and trainees, (2) team approach to live super-
vision, and (3) involvement of peers in assessment, case planning, and
interventions. It was the intent of this researcher to find two
distinct approaches to live supervision, with the hope that out of the
contrast, more information would be generated than in just the study of
one model. Therefore, these two sites were selected.
Personnel in the two programs were roughly matched in terms of the
training and experience level of the trainees, as well as the ex-
perience level of the supervisors. At both locations, the trainees
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typically saw from two to five cases over the nine months with live
supervision.
The Two Research Settings
The first site, the Osborn Clinic, was first begun six years ago
in Agawam, Massachusetts, by a group of therapists under the direction
of Dr. William Osborn. It serves a broad spectnom of clients similar to
the clientele of most outpatient community mental health centers. Re-
ferrals come to the clinic from schools, the Department of Social
Services, other clients, as well as self-referrals.
Approximately twenty to twenty- five percent of the cases seen at
the clinic are family therapy cases. This percentage has remained
stable over the last several years. The approximate length of time that
families are seen is ten sessions. About half of the families are
covered by Medicaid and the others often have private health insurance.
If people pay directly out of their pockets, a sliding scale is avail-
able to accommodate their income level.
Dr. Alexander Blount provides live supervision each year for nine
months to family therapy trainees. He has worked at the clinic for the
last five years and has done live supervision for four years. He was
not explicitly trained in a live supervision model, but rather studied
the model through workshops, seeing videos, readings, and watching
Jay Haley work. On an extended basis, he has supervised thirteen in-
terns weekly in live supervision, supervising them through a complete
case or two. He has supervised roughly ten people with other types of
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supervisory formats, as well as two or three other individuals on a
shorter term basis.
Blount describes his family therapy model as primarily a strategic
one, with aspects of the structural model included within it. A
particular interest of his has been Gregory Bateson’s stance on the
unification of language and he states that he is always analyzing
situations in terms of hierarchy and patterns. In the type of live
supervision that he does, he sees that the hierarchy with the super-
visor and trainees relates to the role of hierarchy in the family
systems model, in that in both there is a clear delineation of bound-
aries, role and power.
He presents his model of supervision as closest to Haley’s model
(Haley, 1976) and calls it a supervisor-guided approach. There is one
major variation in his approach from the Haley model in that from time
to time Blount enters the therapy room in a supervisory capacity (much
as Minuchin does) . Haley is of the opinion that this violates the
hierarchy and confuses roles within the session (Haley, 1976)
,
while
Minuchin asserts that the hierarchy is very clear - that it is obvious
to all that the supervisor is in charge and at the top of hierarchy.^
Blount agrees with Minuchin’ s position and usually goes in one or two
times over the course of a case. Infrequently, he will go in more
often, particularly if the trainee is experiencing difficulty.
The function of this entrance into the session varies. Sometimes
^Salvador Minuchin, personal communication, March, 1980.
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it is to present specific ideas that he feels would be too complicated
to ask the trainee to replicate (especially where the wording is
important). At other times, he functions as a foil to the trainee to
help the family join more strongly with the student.
When Blount supervises trainees, they work as a group for a full
day once a week. During this time, they meet to review cases, share
some didactic material, and then observe four cases together while
Blount supervises them. They rotate working in front of the mirror.
Blount is always clearly designated as the supervisor, and the students
behind the mirror are defined as observers who are therapists as
"actively in training as the therapist in the room". By the end of the
nine months, a few of the observers begin to make some suggestions
regarding interventions and where to move next with a family. In the
1979-80 year with five interns, Blount reported that from time to time
he would ask, "What do you think?" He estimated that five to ten times
people suggested ideas to him that were then put into practice.
Blount is the only one behind the mirror who phones into the
therapy session. He does not necessarily check the content of the phone-
in with the others behind the mirror before he calls. Throughout the
year, this hierarchy remains the same.
Near the end of a family session, sixty-five to eighty-five percent
of the time, the trainee will come back behind the mirror to discuss
the session before finishing with the family. This is not seen as
crucial to this model of supervision (not a technique that is hooked to
the model), so it is not always done.
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From time to time, some of the team interventions are used as
described in Paradox and Counter-Paradox (Selvini et al., 1978),
especially later on in the training program. However, these seem to be
primarily orchestrated by the supervisor, not planned out by a "team".
The other live supervision model that was examined in this study
was a team model of supervision created by Dr. Evan Imber Coppersmith
at the Psychological Services Center (PSC)
,
at the University of
Massachusetts
.
PSC is a non-profit clinic started by Dr. Harold Jarmon some
seventeen years ago on the Amherst campus of the University of
Massachusetts. It functions primarily as a training center for students
in the clinical psychology department at the University. Each year some
six to eight teams of students work with a supervisor to provide
services in a variety of therapeutic modalities. Usually each team has
a particular area of interest or focus. Three years ago, Evan
Coppersmith at the School of Education at the University of
Massachusetts was asked if she would lead a team of people interested in
working in strategic and structural models of family therapy. For the
last three years at PSC, she has headed up a team with five to six
graduate students from the Counseling Psychology Program of the School
of Education and the Psychology Department.
Roughly a third of the cases seen at the PSC clinic are family
cases. Most of the families come from Amherst and Northampton and the
small towns immediately surrounding them. The approximate length of
time that families are seen on the Coppersmith Team ranges from six to
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fifteen sessions and payment is by a very equitable sliding scale.
Coppersmith has been doing live supervision for the last five
years. When she was working in Pittsburgh at an out-patient mental
health clinic, she used the Haley model of live supervision. In the
last three years at the University of Massachusetts, she has been creat-
ing a team model of supervision with much of its structure patterned
after the Milan Group (Selvini et al., 1978). Combining live supervi-
sion with some elements of peer supervision, this model is built upon
theoretical positions from the work of the Milan Group, Salvador
Minuchin, and Jay Haley. In particular, this model offers a method to
train students in the strategic team interventions as developed by
Mara Selvini-Palazolli and her associates. Coppersmith calls this
approach a collaborative team model.
Each team member is required to work with several families direct-
ly, as well as behind the one-way mirror to observe the sessions of at
least three other team members. The team usually meets briefly before
and after each family session, and also gathers one afternoon a week
to review cases. During the year, the team carries on the average of
eight to twelve cases at any given time.
The people behind the mirror are not just observers, but are
designated as team members that will follow the family, contribute to
phone interventions, homework that is presented at the end of sessions,
and long term planning for cases. At the beginning of the nine months,
it is primarily the supervisor who phones in and makes interventions.
However, she explains to the team members what she is doing and at times
checks for their input before phoning into the session. In time, this
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hierarchy becomes more lateral, with eventually other team members
phoning in to their colleague working in front of the mirror.
The supervisor rarely enters the session in this model, unless
it is pre-planned with the team as a strategic intervention. However,
before ending a therapy session, the trainee almost always comes back
to meet with the team and supervisor for a few minutes, or sometimes for
as long as half an hour. Homework directives, prescriptions and
rituals are clarified and planned during this time, as well as the
last few minutes of the session. From time to time, the trainee in the
room will also be called out in the middle of the session by the super-
visor or the team to discuss what is happening. These team discussions
are seen as an essential part of the supervision. Furthermore, inter-
ventions involving the group of people behind the mirror (such as team
split, messages from the team, team prescriptions or illusion of alter-
natives supported by different members of the team) are used as important
therapeutic techniques throughout the year.
As can be seen from the description of these two research settings,
there are several important differences between the two supervision
models. In the Haley model, only the supervisor phones in; other
trainees are not designated specifically as team members but are observ-
ers; meeting with the people behind the mirror is not seen as essential
to the model; the supervisor enters the session from time to time un-
announced; and the supervisor does not usually check the content of the
phone-in before calling into the therapist in the session. In contrast,
in the team model, later in the year trainees on the team
phone in;
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other trainees are viewed as team members fully involved in cases of
others on the team that they watch; meeting with the team behind the
mirror is done in almost every session; the supervisor does not usually
enter the session unless it is a pre-planned strategic intervention;
and the supervisor sometimes 'checks in' with team members before
phoning into the room.
Data Collection
Data was collected for analysis in the following four ways:
1. Observations in the field were done through six site visits by
this researcher to each group over the year and interviews at two
different points with all the trainees and the two supervisors. Three
site visits were to observe the group processes of the supervisor and
trainees as they planned cases. The other three visits were to observe
the trainees and supervisors as they actually participated in live
supervision while working with families. Process notes were taken by
this researcher and all observations were audio taped.
Interviews were conducted both pre and post with all trainees to
evaluate the programs from their perspective and to gather more complete
data about external events that this researcher observed. The first
interviews concentrated on expectations for the training, collected in-
formation about the strengths and weaknesses that trainees thought they
were bringing to the program, how they perceived supervisory behavior in
the model of supervision that their supervisor was using, and what they
thought the function of the trainee group would be. The interviews at
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the end focused on the differences in the training experience from their
original expectations, changes in the training over the nine months,
what aspects were the most helpful and recommendations for any changes
in the models. The supervisors were also interviewed in January and May
about the same general areas except that they were not questioned about
individual trainees strengths and weaknesses (see Appendix E) .
2. A videotape task was given to the trainees pre and post. Seg-
ments of family interaction was selected for the trainees to view with
both therapists working with families and families interacting with no
therapist present. The trainees were asked to stop after each segment
and respond to questions such as: (1) Based on what you have just seen,
draw a structural map for this family; or (2) What are some interven-
tions you would try if you were working with this family after seeing
their interactional patterns? (see Appendix D) . The questions were
based on the thirty-two item skill inventory that was developed by this
researcher in conjunction with the two supervisors. This measure pri-
marily gathered information about the perceptual/conceptual skills of
trainees
.
3. Each supervisor was asked to identify their objectives and
goals in their live supervision training programs. Then, both super-
visors were asked to examine a list of twenty-nine skill areas that
represented a compilation of important concepts and therapeutic tech-
niques in the structural and strategic models of family therapy (see
Appendix A) . This list was created by this researcher after a review
of the literature of structural and strategic family therapy models. A
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thirty-two item skill inventory was then created based on the feedback
from the supervisors (see Appendix C) . There were five categories of
skill development to mark. This measure was designed primarily to
gather information on how well the trainee and supervisor perceived the
student was functioning in sessions (executive skills)
.
The trainees filled out this inventory at the beginning, middle
and end of the training, and the supervisors at the midpoint and end.
4. Both supervisors were asked to indicate the ways in which
they thought trainees would be learning each of the thirty-two skills.
In August, they were given a list of thirteen methods of possible skill
acquisition within live supervision models (see Appendix A) . This list
was based upon this researcher's own experience with the live super-
vision models.
For each item on the skill inventory, the supervisors indicated
before the training, the methods by which they thought trainees would
acquire each of the thirty-two skills. The trainees also rated each
skill according to methods of skill acquisition in January and May.
Instrumentation
In selecting the instrumentation for this study, this researcher
examined the literature, as well as visited Hahnemann Medical College,
Temple University and corresponded with the Family Therapy Program at the
University of Calgary (all locations that have been very involved in
examining live supervision or family therapy training). Yet, no instru-
ments were found that have been developed or are currently being used in
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the field that pertain directly to collecting information on the per-
ceived skill development of trainees in structural and strategic family
therapy. However, there were some formats for gathering data that
were directly applicable and adaptable to the purposes of this study.
At the University of Calgary, Tomm ^ Wright (1979) developed a
detailed and extensive list of skills that they feel advanced family
therapy trainees need to learn. The way in which this list was put
together gave this researcher the idea to cull from the literature on
structural and strategic therapy, as well as from the more eclectic
list of Tomm § Wright, a list of skills and conceptual abilities that
family therapy trainees would need to work in strategic/structural
models (See Appendix A) . This list was then given to the two super-
visors in the case study, and they were asked to mark all of the skills
that they felt were important and that they expected trainees to have
some experience in developing over the nine months. Both supervisors
stated that all of the skills were important and each added one or two
more skills to the list (see Appendix B) . Supervisors were also asked
to indicate how they thought trainees would learn these skills (see
first page of Appendix A)
.
This list of skills was then used as the basis for developing
three ways to gather information from the programs, since it states
clearly what skills the supervisors were trying to teach with their live
supervision models. One was the trainee inventory in which the students
were asked to rate themselves in terms of their perception of their
level of skill development (see Appendix C) . Secondly, the supervisors
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evaluated the students on the skills from the list at the middle and end
of the nine months. Thirdly, questions for the responses to videotapes
of families were designed to gather in a more open-ended fashion, fur-
ther information about what the trainees learned.
Since the trainee inventory and supervisory evaluation primarily
gathered information about perceptions of skill development by people
directly involved with the programs, the measure of responses to video-
tape was added so that outside examiners could look at the responses
and assess them. At both the University of Calgary and Hahnemann, they
have been using this technique, with raters analyzing the trainee
responses. At Hahnemann, the same initial interview of a family is
shown to a trainee three times over their two years there, and the
student is asked to answer twelve open-ended questions about the family
and the therapeutic process. The questions are designed to measure his
or her skill in areas that they feel are important skills for family
therapy within a psychodynamic, multilevel systems model. In speaking
with their primary evaluator, Gary Lord, he acknowledged that showing
the same video biased their results towards the positive slightly over
the two years. However, he felt that at this time, it was too diffi-
cult to try to pick different pieces of video tape and to say that they
demonstrated the same interactional patterns. Therefore, they have
chosen to use the same tape each time.
At Calgary, they have also used student responses to questions on
videotaped segments to assess their skill level after they have been in
an introductory course on family therapy. Their focus was on which of
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three teaching methods passed on this information the most efficiently
and effectively. They also showed the same videotaped segments twice
in their study.
Since both the programs at Hahnemann and Calgary emphasize
different models of family therapy than this researcher studied, it was
necessary to pick video segments for this study, as well as design
questions that focus on structural and strategic family therapy skills.
Three videotaped excerpts of sessions of families were selected. A
range of families are shown. Thus, one segment shows an extremely
enmeshed family where indirect communication predominates and one of the
members has chosen to stop walking and talking for two years
.
This
segment offers the opportunity to ask questions about powerful strategic
interventions that might be used with them. In another segment, family
communication and interaction are more direct, and questions are asked
that focus more on assessment, subsystems, structural interventions
and homework assignments. In the last videotaped segment, a family is
seen doing several tasks as described in Families of the Slums
(Minuchin, Montalvo, et al., 1967). Questions for this family focus on
basic information about family rules, structural map, ways to join with
the family, and boundaries and hierarchy Csee Appendix D) .
Data Analysis
The data was analyzed on three levels. One was comparing and
contrasting supervisory behaviors, function of the trainee groups, pro-
grammatic structure and physical set-up at each site. Another was an
analysis of individual development over time as trainees proceeded
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through the training. Finally, general trends of the learning of the
students at each site were examined, to see how the two models contri-
buted differently, if at all, to skill development.
The inventory of the trainees of their perceived skill development
over the nine months was examined in conjunction with the supervisor's
report. Areas of growth were noted, as well as discrepancies between
the supervisee's sense of development and the supervisor's. Of partic-
ular interest was differences between the ways in which the supervisors
thought that students were learning skills and the ways in which
students perceived that they were learning skills.
The data was also examined to see if the trainees thought they
received training in the range of areas that supervisors wanted them to
work in, and to see if they were coming into the programs with the
skills that supervisors said they wanted the students to bring with
them.
Responses to the videotaped segments of each trainee were
analyzed by two independent raters (experienced family therapists) and
by this researcher. This allowed some outside measure of the learning
of trainees. This information was checked with the self-report inven-
tory and supervisory evaluations to see if the perceived skill
development correlated with outside evaluations.
The data also was examined in terms of similarities and differ-
ences between the two groups in the skill level of team interventions,
working with the Haley model of strategic therapy, and comfort in
working alone or with a team in the structural and strategic models.
k..
CHAPTER IV
RESULTS
Organization of the Chapter
This chapter is divided into five main sections. The first four
sections summarize the data gathered over the nine months of the study.
Each section is organized to present one method of gathering information
from trainees and/or supervisors. The last section is an integration of
the findings described in the first four parts.
First, data gathered through observation in the field of each
training program is presented. This information was collected through:
(1) observations by this researcher of several team meetings, seminar
periods and sessions with families in September, January and May for each
program; and (2) interviews with all the trainees in September and June
and with the supervisors in January and June. Supervisory behaviors,
function of the trainee groups, programmatic differences and physical
set-up are particularly highlighted in this part. It is intended that
in this section, the Collaborative Team model and the Supervisor-guided
model of live supervision are each explicated in enough detail so that
the rest of the data gathered in the study is set within a context, and
also so that others can replicate the programs or parts of them.
The ratings of each trainee pre and post on the video task are
presented in the second section. After the discussion of the process
involved in doing this task and the development of the scoring key, a
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summary paragraph on each trainee's skill level in September and May is
included. This paragraph is based upon the scoring key (see Appendix F)
and is compiled from the blind ratings of this researcher and two inde-
pendent raters.
In the third section, the trainee self-ratings on the thirty-two
skill areas for structural and strategic family therapy are discussed.
Then, the supervisory ratings of each trainee for the same skills are
compared and contrasted with their self-ratings.
Next, the trainee and supervisory perceptions regarding the
acquisition of these skills is presented. Their responses to the thir-
teen different ways of learning these skills within the live supervision
model are presented in three tables.
The final section is a synthesis of the information collected in
these four ways. Data is organized in two ways; one, to look at indi-
vidual development over the nine months; and two, to examine group
development within each training program.
Section 1 - Observation in the Field
Process .
At three different points over the nine months, this researcher
gathered data through observation in the field. Team meetings, seminar
periods and family sessions were observed in September, January and the
end of April/beginning of May at both training sites. These sessions
were also taped so that this researcher would have a means by which to
check observations and perceptions. The focus of these direct observa-
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tions were: (1) how each model of live supervision worked in practice;
(2) supervisory behaviors, and (3) various roles of the trainees. In
the field, this researcher examined in particular the following five
aspects of the programs: (1) the physical set-up of each site, (2) team
meetings and seminar periods, (3) phone-ins, (4) functions of the group
of trainees in each model, and (5) pre and post family session group
meetings
.
Also, the trainees were interviewed in September and in May to
gather data in primarily five areas: (1) the structure and format of
the supervision including changes over the nine months, (2) supervisory
behaviors, (3) function of the trainee group in each model, (4) any
changes that they would recommend in the training program, and (5) their
perception of their own strengths and weaknesses as therapists. Detailed
information about the trainees’ previous work and training experiences
was also compiled.
In the spring, information was collected as well around the effects
of this study upon their training program and the effects, if any, of
the dynamics of the larger clinic within which they were training.
The fifteen interview questions in the fall were:
1. Have you ever worked in front of a one-way mirror before?
2. Have you ever videotaped your sessions?
3. Have you worked with a phone hook-up before?
4. How many families do you estimate you have seen?
5. What do you imagine the experience of live supervision will be
like?
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6. What have you heard from colleagues and other students and
friends about live supervision?
7. What do you feel your area of greatest strength is in working
with families?
8. In what area do you feel you have the most to learn in working
with families?
9. What do you think will be the most helpful aspects of super-
vision in the model of live supervision that your supervisor
is using?
10. What is your fantasy of what your first phone call will be?
11. What function or role do you think your supervisor will take
on in phoning in to you?
12. What, if anything, do you think you will learn from your peers?
13. Is this your major training committment this year?
If not, what is your first committment?
14. Are there any particular things that you think you will learn
from the group behind the mirror?
15. What do you want to learn over the next nine months about
family therapy?
The fourteen interview questions in the spring were:
1. How has the live supervision changed in your training (if at
all), from your vantage point, between September and now?
2. If you could change one thing about your experience this
year what would it be?
Is there some way that the live supervision could have been3.
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modified so as to have been more helpful to you?
4. In the fall, you said that you had the most to learn in family
therapy in the areas of (FILL IN RESPONSE HERE FROM THE
FIRST INTERVIEW) How would you assess your skills in those
areas now?
5. In the fall, you said that your greatest strengths in working
with families were (FILL IN RESPONSE HERE FROM THE FIRST
INTERVIEW)
.
Would you still agree with your thoughts
then?
6. In the first interview in the fall, you thought that you would
learn (FILL IN RESPONSE HERE FROM THE FIRST INTERVIEW)
from the group behind the mirror. Did that happen?
7. Did you make any phone-ins over the year?
a. When did you begin to make them?
b. How comfortable do you feel now with calling in on the
phone?
8. What was the most useful phone call that you received?
9. How did you use videos over the year in team supervision? Out-
side of team supervision?
10.
Did you or your team make any presentations, do any workshops,
etc.? If so, how do you see them contributing or not contri-
buting to your training experience this year?
How do you think this study influenced or did not influence
your work or the work of your supervisor and the team this
year?
11 .
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12. What do you think the effect of the clinic has been (if any)
on your work or the work of your supervisor and the team?
13. What are your future plans for any further type of team work,
live supervision, family therapy training?
14. In the fall, you thought that the most helpful aspects of live
supervision in these nine months of training would be (FILL IN
RESPONSE HERE FROM THE FIRST INTERVIEW) Did you find
that to be true?
During the interviews, the trainees were encouraged to add any
additional thoughts that they had that went beyond the structure of the
interview questions. All of the interviews were taped and transcribed
in full.
The supervisors were also interviewed in January and in May to
obtain their input in the same five areas except for the last one: (5)
trainee perceptions of their strengths and weaknesses.
The questsions that were asked of the supervisors in January were:
1. Please describe the structure and format of your supervision
model at this point.
2. How has the supervision changed (if at all) between September
and January?
3. How have you used video in the supervision?
4. How have you used any didactic materials, workshops, or work-
shop presentations as part of the learning process?
5 . If you could change two or three things about the supervision,
what would they be?
L
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6. What do you think has been the most potent aspect of the
supervision so far?
7. Any other things that you've thought about in particular re
the supervisory process that I haven't asked you about?
The interview questions in May were:
1. How has the structure and format of your live supervision
changed if at all, between January and May?
2. How do you think this study influenced or did not influence
your work and the work of the group (team) this year?
3. What do you think the effect of the clinic has been (if any)
,
on your work and the work of the trainees?
4. One thing I noticed while doing this study, was differences in
the physical set-up in terms of where the phone was placed,
the length of the one-way mirror, how the video is used, space
in the observation room, et cetera and I think that definitely
effected what would happen with the group behind the mirror.
Can you talk some about how you planned out where the phone
was placed, how the mirror was put in there, or did those
things happen before you were here?
5. Who would you say was in charge of the video of any given
session?
6. What do you think the effect of workshop presentations was on
the training?
7. How would you compare this group of trainees with other pre-
vious groups (teams) that you've worked with?
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8. If you could change one thing about the training experience
over the last year, what would it be from a supervisory stand-
point?
9. Do you have any things that I haven't asked you about that
you've been thinking about the training experience that you'd
like to add?
j
Throughout the observations, this researcher's role was one of an
onlooker, viewing in from the outside. All observations were overt
j
everyone knew when the observations were being made and the identity of
the researcher. Both supervisors had a full explanation of the real
purpose of the study and all the trainees were given a partial explana-
tion. They knew that the researcher was studying trainee skill develop-
ment in models of live supervision, but they were not aware of what
other training sites were being examined.
The information gathered through these field observations is used
in this section to describe each training site as this researcher ob-
served them in September, January and May, and as the trainees and
supervisors perceived them. The observations provided a check on what
was described in the interviews, and conversely, the interviews permitted
this researcher to go beyond what she was able to view externally.
Each training site is described in the following format:
SET-UP: Of importance throughout the nine months was the effect
that the structure and set-up of each of the two loca-
tions had on the supervision models and conversely, how
each model of supervision framed for the supervisors
ways in which to use the physical set-up.
PHONE-INS: Supervisor behaviors and trainee responses to the
phone-ins are highlighted including trainee participation
in any phone-ins.
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GROUP MEETINGS: Both groups met once a week to discuss cases. In
the Collaborative Team approach, this was called a team
meeting. In the Supervisor-guided model, this was
called a seminar period.
PRE AND POST SESSION MEETINGS : Both groups met for a few minutes
before each family session and at the end or near the
end of each session.
FUNCTION OF THE TRAINEE GROUP : Since both sites trained their
students in a group and important learning appeared to
arise out of the group context, this aspect of the
training is also described.
Each trainee was randomly assigned a number and will be referred
to throughout this chapter by their number. Trainees number one, two
and three were at the Osborn Clinic and trainees four through nine were
at the Psychological Services Center.
Collaborative team model in September .
Set-up . The observation room that the Collaborative Team used at
the beginning of the year was about thirty-five feet long with four one-
way mirrors running the length of it. The supervisor stated that she
purposely used this room at the beginning of the year as opposed to some
of the smaller ones:
The space- I think it's important to have a big space
like we have in that big room. The little room is O.K. to
use later on once we've gotten used to each other some, but I
know - I'm comparing it more right now to some other clinics
that I work at and little tiny one-way mirrors where people
are - where you can hardly move. And the soundproofing isn't
good and you can't talk. I think that ends up putting much
more responsibility then on the supervisor to run the show
and to not confer and not explain what you're doing and that
kind of thing. So I think its good the way the set-up is at
the PSC. You can talk back there, you can laugh within
reason and you can - its big enough so that you can turn
around and talk and confer and do that kind of thing.
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In this observation room, the phone is placed in the center of the
four one-way mirrors and just under them, about two and a half feet off
of the floor. In the fall, this researcher observed that the supervisor
sat in front of the phone (in fact there was a swivel chair that was
designed as "her chair") and the trainees fanned out along the mirror on
either side of her to observe the session.
The video camera and monitor were off to one side of the observa-
tion room and there were enough mirrors so that it did not intrude upon
the observation space of the trainees. From the first. Coppersmith made
it clear that she would take no responsibility for nmning the video
equipment. One of the trainees had some experience videotaping and he
became the in-house expert on the equipment. He gradually taught other
trainees how to run the camera and recorder. This researcher never
observed Coppersmith working any of the videotape equipment.
The trainee-therapist^ in the room was responsible for bringing a
blank video tape behind the one-way mirror before the session started,
making sure it was put on the recorder and then picking it up again
after the session. It was also the trainee-therapist * s responsibility
to bring this tape to the team meeting.
Coppersmith did not allow any outsiders (except for this researcher)
to come in and view this team working in the fall. Observers are not
permitted until the team has had several months to work together.
Phone-ins. In the fall. Coppersmith was making all of the phone-
^To distinguish the trainee working in the therapy room with the
family from the other trainees, they will be referred to as the trainee
therapist
.
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to the trainee- therapists in the room. When this researcher ob-
served the team, phone calls were averaging approximately five to ten
calls a session. While there was discussion behind the mirror through-
out much of the time that the team was observing the sessions between
the supervisor and trainees or between the trainees, this researcher did
not observe Coppersmith discussing phone interventions with the group
before she made them.
However, whenever she would make a phone-in to the trainee-
therapist in the room, the trainees behind the mirror would quickly
gather around her in a group to listen to her phone-in, sometimes ask
her questions about it, or comment on her message. After the phone-in,
the trainees would fan out along the mirror again, sometimes clustering
in small groups of two or three. As trainee number four described it:
Every moment that she touches the phone, I jump from
the comer and go behind her because I want to hear what she
is saying. And then, I observe what happens in the family.
This researcher did observe Coppersmith accede in one of the
sessions to a recommendation by one of the trainees regarding a phone-in
that he thought should be made. Coppersmith promptly made the call. As
trainee number eight stated in September:
Already, when sometimes one of us will say behind the
mirror, *Evan, I think we need to do this', Evan will do it
and its like - its sort of shocking/flattering - but it
feels like we're not so stupid in some ways - that we have
good thoughts.
Trainees already had the message that they could make suggestions to the
supervisor regarding phone-ins and that she might follow them.
Coppersmith informed the trainees ahead of time about how the
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phone calls would be used. This seemed to relieve some of their anxi-
eties about the intrusiveness of the phone. As trainees number six and
seven stated:
We've talked about the phone calling with the emphasis
very clearly on what will be said and what won't be said.
What won't be said is there are no criticisms, etc. and what
won't be done is phone calls that are unnecessary and that
there will be a lot more phone calling now than there will
be later because of the newness of this to all of us and her
feeling responsible, and what she would perceive as our needs
at this time. And what would be called in is comments from
the team and suggestions as to where to move. (Trainee
number six)
I'm assured that she's not going to phone and say,
'you're doing terrible'. I don't feel any of - there's no
element of being punitive on the phone. I don't expect
that at all. (Trainee number seven)
In observing Coppersmith, several times in her first phone calls
to trainees, her first statement was, "you're doing fine", or "You're
doing great". Trainees number five and number nine commented on their
first calls from her:
Evan (Coppersmith) said, 'You're doing fine' and told
me to ask - she gave me a specific question to ask everybody.
That was fine. I wondered right after that. How do I do this
now? Do I say, 'Well, she told me to do this,' or do I go
on with what I was doing. It was nice, it was good. That
little preface at the beginning was nice too. (Trainee
number five)
I know, the first thing she said was, 'You're doing
great', and I remember thinking, she always says that when
I'm on the other side (of the mirror). That's so nice,
she always says that. But, when I was in the session and I
heard her say the first thing, it was so great - very reassur-
ing - it had impact. (Trainee niimber nine)
The content of this first comment from the supervisor does not
seem as important as the frame that it is presented in, "I'm here
to
support you."
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Prior to actually being in the therapy room with live supervision,
several trainees worried about the intrusiveness of the phone-ins.
Trainee number five described his experience:
The two big things I wondered about for me were, would
I be conscious of the mirror all the time? Would I be con-
scious that there was a team of people behind there? And how
I’d respond in the middle of thinking or saying something to
this little beep coming in. And what I’ve found at least in
these three sessions were that the phone calls are wonderful.
They’re the best thing in the world and that almost immediately
as soon as the family walks in the room that I forget that
I’m on before five or six colleagues. That gets out of my
mind real quickly so I don’t feel in the performing mode.
The only thing that exists is me in the room
with them (the family). And sometimes there’s a beep on the
phone that’s almost like an alter ego giving you suggestions.
So none of it feels intrusive.
Trainee number eight felt that the phone calls actually freed the
therapist
:
The therapist is just held in this web, you know. No
matter whether he makes a mistake or he gets stuck or what-
ever, there’s somebody there to say something that’s positive,
that will be a constructive suggestion. And I think that
there’s no real criticism that comes across so that the
therapist doesn’t get stymied by the phone calls, but always
gets freed by them.
She later commented that the phone calls in during the session would
probably be the thing that would help her to feel the most secure.
Trainee number six also commented upon the supportive aspects of
the phone calls:
I feel supported when she calls so there’s a function
of support and a function of contact with a person who has a
different perspective - I think no matter what the content.
There’s a resource out there. The team
exists whether they’re calling in or not and I know that and
I feel that.
Although trainees commented on the help they received from the
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phone calls, they did have to find their own style of integrating the
calls into the session. As trainee number five already mentioned, he
wondered after the call, "How do I do this now?" Trainee number four
talked about his style of using the phone calls:
Some people just get the information (over the phone)
and they go around a little before giving the directive and
my approach will not be like that. I get the phone (call)
and I have been talking about something, I would cut in there
and immediately give the intervention. Because I want to see
what happens in that moment with that intervention.
When this researcher observed Coppersmith phoning in, she usually
presented just one main idea in the call, in one to three sentences.
Some examples of phone messages that she gave are:
Get back on the topic with Lisa about what is happening
with her.
Ask each person, when they don't understand her (the
I.P.), what do they do? And then we'll get together back here.
Find out from Steve why he didn't vomit when he was
with Kevin at Ponderosa.
You're doing great. Ask Marie about one thing that
she likes. Have her pick one thing and see if she can give
a straight response.
Also, the context of the message (the frame) had to be clear to
the trainee in the room. As trainee number six remarked:
So she (Coppersmith) and I talked (before the session)
and when she called me she used the language of the book
(Leaving Home). 'O.K., move from the social to the problem
identification stage.' So that common language really helped
me move. It wasn't as if I was getting a message from behind
the mirror - an observation that sort of came out of the
blue
.
\ll the names of family members have been changed.
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Several trainees also coiranented on how they had begun to concep-
tualize a wider use for the phone, rather than just directives from the
supervisor. As trainee number seven said in September:
Well, she's (Coppersmith) talked about using the
phone more strategically - saying put this on the team -
'we say this, but you don't agree', or calling and wanting
to talk to a family member. These are both things that
I've seen her do already. (Trainee number seven)
I don't know what you want to call it - a strategic
role - I think its part of - at times even if she (Coppersmith)
said nothing even the timing of her calling would effect the
process of the therapy and would be an intervention in and
of itself directly. She interrupts people, stops people,
changes the pace - redirects things - people reorganize
their thoughts. It really has that effect even if she was
just chatting about the weather and hung up. So, I'm sure
it has that effect. I don't know, it seems like an infinite
number of things that could happen. Of course she could
begin talking with other people in the family which would
be very interesting. (Trainee number nine)
Finally, Coppermith let the trainees know that if a phone-in did
not feel appropriate in the therapy session, not to use it. As trainee
number seven said:
That's always been clear, if a directive doesn't feel
right in the room, don't do it and I believe it. I'm assuming
that I'll be floundering enough that whatever she says, I
will do and do it real fast.
Team meetings . The team met for three hours on Tuesday afternoon
before the trainees saw any families that week. Most families were seen
on late Tuesday afternoon and evening and Wednesday afternoon and evening.
Coppersmith designated all of the trainees as team members who would
follow each case and contribute to phone-ins, interventions, homework and
long term planning. She also made it clear that they would be expected
to begin making phone-ins later in the year. All sessions were video-
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taped and the trainees were expected to review their video tapes on
their own before the team meeting on Tuesday.
When this researcher observed a team meeting in early October, the
meeting began by people checking in with the trainee who had gone to the
intake meeting to see if there were any new families to assign and
schedule. There were no new referrals. Coppersmith then asked who
wanted to present. Four of the trainees stated that they wanted to
discuss a case. The first trainee, trainee number five, wanted to
briefly review an upcoming session. As he began. Coppersmith asked him,
"What have you planned?" He then outlined his plan for his next session
with trainee number seven reminding him of one thing that he left out
that he had decided to do previously C.in the discussion behind the one-
way mirror after the case, or in a prior team meeting}. This took
about the first ten minutes of the meeting.
Next, trainee number six had previewed her video from the session
the week before and had written out the numbers of various segments on
the tape. Coppersmith asked her, "What in particular were you wanting
to look at?" This trainee then moved to the center of the room, stand-
ing and then sitting by the video monitor with the rest of the team
including the supervisor seated and facing her. The trainee showed
several excerpts of the tape.
The team then discussed this case, hypothesizing about the function
of the problems the family was experiencing. Everyone participated to
some degree in this hour long discussion. This researcher counted the
number of times each individual talked. Coppersmith spoke forty-two
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times, trainee number six spoke twenty-two times, and the other trainees
ten times, fourteen, six, fifteen and eight times.
In watching this discussion, at times trainees made eye contact
only with the supervisor as they spoke. For instance, the trainee-
therapist whose case it was (trainee number six) kept looking at just the
supervisor. Coppersmith started to look down and away and the trainee-
therapist then began to have more eye contact with other trainees in the
room.
As trainees made brief comments. Coppersmith would respond to them
by saying, "Elaborate on that," or "Say more about that."
Coppersmith also responded to trainee observations in a particular
manner. She took trainee comments and elaborated and built upon them.
For example, one trainee stated:
The thing about that exercise is that it begins to show
that particular alliance.
(Coppersmith) Not only that, but it seems like there
are other pairs in this family too. That’s what’s starting
to be striking, that there are other pairs and it has to be
kept a secret where Paul (the I.P.) is with all that.
Later in the discussion, another trainee said:
Our ultimate goal then is to move Paul out of that
balancing position and allow - facilitate their, mom and dad
and all the rest dealing with the content themselves without
needing Paul to be there.
(Coppersmith) If we’re correct and this is really an
interesting kind of assumption - if we’re correct, moving
him out of it would require a massive reshuffling of the
entire system. Okay, if our hypothesis is that he’s the
one that maintains this balance in the relationships - when
things get out of hand - that people are maintained in
perfect mirror polarities between each other and so on
that to remove him from that, the whole system is going to
get reshuffled.
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As the discussion of this case continued, Coppersmith asked that
someone get a big piece of paper to map out what they had so far.
Trainee number eight then began to map out the alliances people had been
talking about. Coppersmith then asked her, ’'You want to comment on what
you're - how you're drawing that?"
The discussion then shifted to highlighting interventions for the
family for the next session. At the end of the hour. Coppersmith said
to trainee number six, "Rough out a comment from the team for tomorrow
night", and "Play around with it some in a number of different ways and
have it in rough form". Coppersmith then asked her "Do you have a plan
for tomorrow night of what you want to say?" The trainee outlined her
plan, the supervisor gave her some other questions to ask, then the
group moved on to the next case.
The next case discussion (of trainee number seven's family) was
similar in format to the discussion of the case of trainee number six.
Trainee number seven began to go over information from the session the
week before by referring to her notes that she had made while reviewing
her videotape. She also showed some video excerpts for about fifteen
minutes. The group then hypothesized about the family and began to
suggest interventions. Coppersmith spoke fifty-eight times, trainee
number seven, twenty- three times, and the other trainees fourteen times,
four times, seven times, fourteen times and two times (this was trainee
number six who had just finished presenting).
At the end of the discussion, Coppersmith asked trainee number
seven, "Do you have a sense of where you want to go next?" The trainee
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presented an outline and Coppersmith gave her several other questions
that she wanted the trainee to ask
.
At this point, it was four o'clock and the team was running over
their scheduled meeting time. One more trainee wanted to discuss the
strategic format for a letter to try to get a family into therapy. At
this point. Coppersmith helped him to devise a letter with a suggestion
from trainee number eight on the content. Then, the meeting was over.
Brief team meetings (pre and post session]
.
The team usually met
for a few minutes before the therapy session, and at least once as a
whole group before the end of the session.
In the pre-session meeting, the trainee-therapist usually went over
the final plan for the session, presenting any statements or ideas that
they had been asked to firm up from the team meeting on Tuesday, and any
new information that he or she may have gathered.
Near the end of the session, the supervisor would call the trainee-
therapist back behind the mirror to talk about a final intervention or
homework directive to present to the family. Infrequently, a trainee
might be called back before the end of the session to plan a major shift
in strategy or to slow down an escalating situation.
In the fall. Coppersmith planned out much of this final interven-
tion. For instance, in one of the post sessions that this researcher
observed, when the trainee -therapist came back behind the mirror, every-
one grouped around her. Coppersmith asked her, "What do you think is
going on?" The trainee talked about some of her ideas and then Copper-
smith talked with the group, explaining an intervention for the family
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that she thought was appropriate. She did not give a verbatim message
to the trainee to take back into the therapy session, rather she covered
the main points and expected the trainee-therapist to put it together.
As Coppersmith talked, the trainee-therapist made notes.
In another meeting near the end of a session. Coppersmith started
off the discussion by saying that the first thing they needed to decide
was when they could see the family again (because many of the trainees
were going to a conference in Toronto the following week)
. Then she
directed the trainee-therapist to contract with the family for six
sessions. After some discussion about this, the trainee-therapist then
asked about the issue of payment and she told him that the team needed
to discuss the issue some more, to tell the family that they were going
to confer about it and would let the family know their thoughts about it
the following week.
Then, Coppersmith asked, "Now, what do we want them to do though,
between now and next week, that's the other thing we need to decide on."
After Coppersmith asked this question, trainee number six suggested
an intervention of not changing the symptom (a young person throwing up)
,
but having the family keep track of it. This was very similar to the
type of intervention that Coppersmith had proposed for the family in the
previous session. Coppersmith, trainee number five and trainee number
four (who was the therapist-trainee in this case) added detail to this
suggested directive to flesh it out. Trainee number six then proposed
that the symptom be made more public. The trainee-therapist in the case
vetoed this idea, and Coppersmith backed him up on it. The trainee-
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therapist then suminaTized the assignment, what he needed to say about
payment, et cetera. Coppersmith helped him to include all of the de-
tails .
Trainee number six commented upon this process of coming back
behind the one-way mirror:
I was so preoccupied with what needed to be done next
and bringing things to a close that it was helpful to have
everyone there saying - sort of contributing to --
(Researcher) A larger picture.
Right. To this is what the problem is, this is what
they present to us, which is the first step to where you're
going. And being part of that group slowed me down in that
process so that I could formulate some questions and have
them answered and listen to what everyone else was saying
and then put it together for homework - you know, that kind
of thing.
Function of the trainee group . In interviewing the trainees, they
remarked on several ways the group helped them. One, it provided the
team members with the experience of watching peers struggle with the
same issues they were struggling with and two, it gave them five other
people as a resource.
In looking at the issue of peer support, comments that the trainees
made clustered around three main areas: Q) watching and learning from
the mistakes of other trainees, (2) feelings of support, of 'we're all
in this together'; and (3) modelling and learning from the styles of
other trainees.
As trainee number seven put it:
None of them (the other trainees) have had experience
in this kind of situation so they're scared and nervous,
learning just as I am and that makes - I mean misery loves
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company or whatever. It feels good to see someone else
struggle. That's the truth. It just feels like that it
(being the therapist) is a possibility for you as opposed
to seeing Minuchin.
Other trainees described the supportiveness of working with their
peers in this model:
You are in a community, you are not alone. You are
not passing through this experience alone but there are
other people behind the mirror. (Trainee number four)
Yeah, there's lots of support. There is a sense
that we're all in this together and that we're going to
help each other. And I sense also that that feeling will
grow. (Trainee number seven)
Another important aspect of the peer interaction was learning
from watching the styles and ways of handling things from other trainees.
Trainee number six talked about this:
I think the advantage of a group or peer supervision
is you are able to take from another individual and give to
another individual your own style. You can pull out ele-
ments of a whole different style that is effective with
different groups. I'm hoping to be able to pick up what is
effective from each of these people's styles and be able to
incorporate them as other ways that I can deal with situa-
tions that they work well in.
(Researcher) That you'll have in your own repetoire.
Right, You know, and I would hope that I could make
that accessible to them, that they would learn that from
me too.
We have the benefit of each other's ideas and approach-
es, styles - different styles. It really in some ways is
very validating to see all the different styles of work.
(Trainee number eight)
Even though they were constantly being watched by the team, the
trainees did not seem to feel that they were being scrutinized all the
time.
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And I have the sense that therapists who are working
out here tend to forget that the team is back there too, ex-
cept for that feeling of if anything happens, they'll be
there for me. But they really seem fully absorbed here and
not self-conscious that they are being watched - not fearful
of someone calling. (Trainee number eight)
That there's a resource out there. The team exists
whether they're calling in or not and I know that and I feel
that. I don't often remember that they are looking but I
know they are there. At this point, I'm not concerned about
what they are evaluating negatively because I'm doing that
already and they couldn't come up with some of the problems
that I can about how I did things . But you know they are
there. (Trainee number six)
Comments about the group of trainees as a resource clustered
around two areas. One, it gave the trainee-therapist five or six
different perspectives on the same problem. Two, it offered the
trainees legitimacy and assurance that they would not make too many
mistakes. As trainee number four described it:
There's some good conversations behind there (behind
the one-way mirror) and in the moment when you go behind to
prepare the assignment, its very good because everybody
gives feedback and it surprised me how each person observes
different things. Its like having five or six eyes looking
at the same process - details that you never observed.
Trainee number seven commented on this aspect of it as well as how
the group helped her to legitimize her role:
There's that sense that there are six other heads
working. It's comfort. It's more than comfort. It really
does make me feel all right to go out there and deal with
family problems - in a sense, playing with roles. I certainly
don't feel confident to deal with a family's problems. Who
am I anyway to deal with somebody else^ problems. But to have
a supervisor whose skills I respect and team members that I
respect and who are working with me also, gives me - allows
me to be in that role.
Other trainees spoke of how the group functioned to reassure them
that they would not make too many mistakes in the session.
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So to be able to have live supervision and use the
phone, it gives me like a lot of confidence that I cannot
screw the session so much because there is going to be a
group of people there observing me and they are going to
back me up.
. . . .It's more like a resource hiding behind there.
(Trainee number four)
The immediacy of feedback both therapeutically to the
system, to me and the family system and to me in my develop-
ment as a therapist is both so immediate and constant that
uh - there's not a lot of time to get locked into inappro-
priate ways of doing it. (Trainee number five)
Trainee number five also mentioned how the group freed him up to
work more with his left brain.
Well, what I like - it almost feels like a right
brain, left brain thing that when I'm in the room I don't
have to - what it feels like is that when I'm in the room
I can go ahead and interact with the family and proceed
structurally or strategically to intervene and I know that
there are five other people thinking about what I'm doing
so that if it really is going off on the wrong course, or
its jumping too far ahead or its pushing at the wrong point
at the wrong time that I can be going with that. I can be
involved as part of the family system in a therapeutic
system - into that system and become part of that system and
step out once in while. But while I'm doing it I know that
there are these other people who are out of it and so that I
think - and going back and talking to people - what I think
it does is kind of incorporate that into my way of thinking
so that I find myself now not having to rush. I can slow
up and if I'm not thinking of a thing to do, or going off, I
know that there are other people thinking about it so it kind
of takes away some of my rational thinking.
Supervisor-guided model in September .
Set-up . The group in the Supervisor-guided approach worked in a
triangular shaped observation room about fifteen feet long with one six
foot mirror looking into an attractively decorated treatment room. In
fact, the observation room was the staff lounge and from time to time
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other staff members of the clinic would come in to get a cup of coffee
and would sometimes stay and watch the session for a few moments. In
asking the supervisor in June how he thought this effected the training
group, he replied:
It's hard to judge. On the one hand it really emphasized
the value of openness. I mean that we were always - anybody
might be there at any time so there was never any sense of
even us as a group being precious or protected. That was good
I think. On the other hand, it was distracting. There were
times when I would have to stop talking or get distracted in
what I was doing - ummm might not have done as good a job as I
could have of getting the group (the trainees) to be part of
it because I felt on the spot when people came in and wanted to
present us as doing well when people circulated through.
The phone was off to the left side of the one-way mirror about
four and a half feet off the ground on the wall, and the video equipment
was placed right next to the phone on a movable metal cart with two
tiers on it. In the times that this researcher observed in the fall,
the supervisor always ran the video equipment, putting the tapes on,
focusing the camera, working on the sound, taking the tapes off, et cetera.
As the supervisor commented:
It started as me being in charge (of the video) this
year. In other years, the trainees have handled it almost
completely. I would show them how to set it up and they
just did it. This year they didn't and I bitched at them a
little bit - come on, why don't you all do this - but I
didn't really push them. Uhhh finally by mid year they were
setting it up and getting it in place and were running it
somewhat - but not with a great deal of interest.
It was - there were times where it was really notice-
ably distracting that I was both running the video and talking
about what was happening in the family session and making the
interventions in the family. It was too much. By the end of
the year that was not the case.
Trainees did not preview the tapes before their seminar period in
which they discussed cases, as the seminar time was directly after the
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family sessions in which the trainees worked with live supervision.
Trainees also did not review the tapes on their own on a regular basis.
In order to have ready access to the phone, the supervisor stood
next to the phone throughout most of the sessions that were observed.
The trainees clustered over to the right of the mirror, either sitting in
chairs just in front of the mirror or standing more to the back of the
room. The soundproofing was reasonably good between the two rooms, so
that people could converse in the observation room. This was the only
room that the training group used throughout the year.
Phone-ins . In the fall, Blount was making all of the phone-ins.
When this researcher observed the team, phone calls were averaging
approximately three to nine calls a session. In between the calls, there
was little discussion behind the mirror, and this researcher did not
observe the supervisor discussing a phone-in with the trainees before
he made it.
As Blount made a phone-in, he moved slightly to the left to the
phone. The trainees usually stayed in their same positions. This re-
searcher did not observe the supervisor making any phone-ins based upon
trainee input. As trainee number one remarked:
There wasn't that much discussion as I might have
thought in the back room while we were seeing a family.
^Researcher) Why do you think that is?
(Trainee) It wasn't the seminar. It was Sandy (Blount),
in effect, nmning the therapy in here. So, he was very much
connected to being in here, or he would quickly turn aside
and tell us something.
(Researcher) So you felt the energy of - I'm just
watching your physical movement - you felt the energy
going this way? (into the therapy room)
i
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(Trainee) Yes, there was that strong connection. It
wasn't all of us discussing, although I think I might throw
out ideas just to see what Sandy would do with those.
Literally one out of ten he'd even respond to. So, that was
a challenge. I might say something to someone sitting next
to me, but it would be very limited. There wouldn't be a
lot of discussion going on back there. It was pretty much
everyone watching what's going on in here.
.... In the back room there wasn't as much discussion
as I thought there might have been, but that was okay.
That's just how it was done.
As at PSC, trainees had been prepped about what to expect from the
phone calls. All of the trainees commented upon this:
He (Blount) explained pretty much what he would be
saying on the phone, things he would be bringing up, that
sort of thing. (Trainee number three)
The way I understand it is that in the beginning he
will be coming up with most of the interventions - that's
probably not the right word for this model - directions,
activities. So, in effect. I'll be helping to gather the
information and he (Blount) would be presenting what to do.
He'll be running the show mostly - for quite awhile. (Trainee
number one)
I expect he (Blount) might call up and say, 'Tell them
this', and then just let it go. And in a number of cases I
expect that I'd probably say, 'I really don't know what this
means, but there it is, what do you think about that?'
And indeed. I'll probably not know what it means. I
don't really know. I don't really know what's going to come
over (the phone)
.
(Trainee number two)
In observing Blount, his calls to the trainees averaged between
three and seven sentences. Some sample phone calls are:
I'd like to have you move a little bit more between
Mary and her mom. Get Mary's point of view. By now, we're
not going to certainly throw the family into too much upset
if we make Mary a little more in charge.
Head toward a focus, a final focus before you come
back here. See if you can get you know a more clear, a
clearer statement of what the first step is, what in particu-
lar might be changed. Lower their expectations a little bit,
structure them up a little bit, and then come back.
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Ask what he does that is most difficult for them - when
they’re under the most difficulty when they're trying to help
him with his difficulties. Is that clear enough? (Trainee
response, 'No, not all all.') OK., I'm giving you too much.
Umm just ask them, when his difficulties (the I. P.'s) cause
them the most difficulty. How that happens. What are the
difficulties that they have in trying to help him.
You're doing great. Keep the pressure up on both of the
parents on how they got upset and then what happened and what
the ramifications of it are for them in terms of their schedules
or anything. Go back and forth and keep with them and don't
let him take it away from you. O.K.?
As at the PSC, trainees at the Osborn Clinic also worried about
the intrusiveness of the phone. As trainee number two described it:
Well, before last week, before our practice and initial
beginning, I imagined it (live supervision) would be offensive
and that I would dislike it. I didn't know anything about it
or know how it would be done and I imagined that I would feel
- offended by someone butting in on my therapy and would feel
like confidence wasn't being placed in me - something that I
need, people that are around me, I need them to have confi-
dence in me when I'm doing work.
After last week's six hours with it, its less of that
than I thought. Its less of the constant butting in and giving
direction on every move you make and its more of just a team
approach to therapy rather than just using an individual thera-
pist. So that puts a different light on it entirely - puts it
in a different context. I guess now my only imaginings are
what its going to feel like when I make the mistakes and I get
the phone call right after I make the mistake and how that in-
fluences the family and my position in the group. And I ex-
pect with time that will go away, with time it will be more
comfortable
.
None of the trainees mentioned Blount telling them they would not
have to use a phone directive if it was not appropriate and this
researcher did not observe this happening in the fall. Also, the
trainees did not comment on more strategic uses of the telephone.
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Seminar period . The group saw four families back to back on
Monday afternoon and then met for two hours to review cases. In ob-
serving this seminar period in the fall, it began with the supervisor
asking the trainee who saw the first family, "Where - I'm going to ask
you what you experienced today as the stuckest spots for you and when
did you feel like you were really rolling with them?"
She responded by saying she felt the most stuck at the beginning
when the family didn't bring in their homework and she was not sure
where to go from there, and that she felt the best at the end. Then she
remarked, "I feel nervous when you call in and tell me a lot of things
at once. I don't feel like I remember everything." He apologized for
presenting her with too much in some of the telephone calls, and then
discussed this with her for a minute or two in a very positive manner.
Blount then talked for a few minutes about families and homework,
then asked the ttainee-therapist another question, "What do you make or
what did you make of that process where you were asking the parents
what their - where they were most bothered by the difficulties - what
difficulties of Emily's they had most difficulty with? How did you
assess that?" Blount and the trainee-therapist then discussed this
question for a few minutes.
At the end of this discussion, trainee number two came in with a
brief comment and then Blount asked, "What else might we have done in-
stead of what we did?" It was now about ten minutes into the seminar
period, and so far the conversation, except for one comment from trainee
number two, has been between the supervisor and the trainee^therapist
.
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Several trainees responded to Blount's question about what else might
have been done, then Blount talked for several minutes about lengthening
sequences of interaction. Then he asked, "What else might we do?"
There is more discussion, and then Blount talked about therapists pre-
senting comments to families. During these discussions, the trainees
answered Blount's questions, but they did not ask questions of each
other.
Blount then said, "Let's go and see what we can do with the end of
the tape here," (he had forgotten to turn the camera and monitor on until
forty-five minutes into the session) . Blount put the video tape on the
machine and began to show a segment. Up to this point of putting on the
video, Blount had talked twenty times, the trainee-therapist whose case
it was, eleven times, trainee number one, eight times, and trainee
number two, six times. Most of the trainees comments were one to three
sentences long.
After watching about five minutes of the video, one of the trainees
(number two)
,
commented that he felt uncomfortable leaving the family
sitting alone while the group talked behind the mirror. Blount then
spent several minutes talking about this aspect of the therapy
.
Blount then put the video back on. As the tape began to show the
segment where the trainee-therapist was reading the note to the family
at the end of the session that the supervisor had written, Blount asked,
"What did you think of that note? What were the weak points of that
note? How could it have been improved?"
Trainee number two responded, "Is that for all of us?"
Then, the trainee-therapist whose case it was said, "Was the
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purpose in writing the note so they could have something that they
could take home and read again? I'm wondering if I could have explained
it without the note, if that would have made more of a difference?"
Blount acknowledged flie appropriateness of her question and then talked
for several minutes on the function of notes in a therapy session. He
then had the group look at the end of the video.
To conclude the discussion of this case, Blount asked, "Anything
else you want to say about them?" Trainee number two commented on how
the family left feeling good and Blount talked about the final homework.
The supervisor then asked the group to talk about the second case
that a trainee had seen that day. This discussion followed a similar
format to the one just described with Blount asking questions first to
the trainee-therapist about the session, and then some questions to the
larger group. During this process, Blount taught the trainees about
various issues including CHINS (Child in Need of Services) Petitions,
telling the family about the people behind the mirror, how to deal with
family members interrupting each other, joining, et cetera.
Again, Bloimt ran the video and decided upon which sequences of
interaction to view. Throughout the seminar period, Blount sat in the
front of the room next to the monitor with the trainees facing him.
Trainee number one, in commenting upon the seminar period, said:
And then when we would discuss it later, it was still
pretty much Sandy (Blount) running it.
Several times during the two hours, Blount commented to a trainee,
"Good point", or while watching the video, "Very nice", (in response to
something they had done in the session). Overall, about thirty-five
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minutes of the team meeting was spent watching the videos.
Brief group meetings: pre and post session
. This training group
met briefly before each session and once near the end of the session.
At times, the group would meet with the trainee-therapist more than once
during the session.
In the first pre-session meeting that this observer watched, the
supervisor asked, ’’Where did we leave them? IVho’s going to be in the
room?” The trainee-therapist whose case it was, was unclear and so the
supervisor left the room briefly to get the chart on the family which
included his notes on the first session. Blount returned and reviewed
the last session from the previous week. Then, Blount asked the
trainee-therapist, ’’What would you go in there looking for?”
She responded, ”I'm still trying to remember as you go over the
notes. I’m not really sure where to go from here.” The supervisor then
proceeded to provide her with some direction as to how to handle the
homework and involve the father more. The pre-session lasted about ten
minutes altogether and during this time, the supervisor talked eight
times, the trainee-therapist six times and one other trainee commented
two times (trying to help the trainee-therapist remember the names of
all the family members)
.
Blount decided when to start the session by saying, ’’Let’s have
them up. I think we're all set.”
In another pre-session, the supervisor began it by asking, ’’Who
do we have next?”
The trainee-therapist responded, ’’The Lawrence family and I know
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nothing about them." The supervisor asked him what information he had
on the family and the trainee- therapist said, "Let me go get the face
sheet, its not much."
The trainee-therapist returned saying that he had forgotten that
the family had had an evaluation done of them by the clinic before and
that he did have more information. He began to go over this information.
In the ensuing discussion, the trainee-therapist talked thirteen times,
and the supervisor talked twelve times. None of the other trainees
commented or asked questions. During their exchange, Blount gave the
trainee- therapist some questions to ask, directed him to go very slowly
and helped him to sort out how much to control the I.P. The session
began when a phone call came from the front desk telling them that the
family had arrived.
Near the end of sessions, the supervisor called the trainee-
therapists back behind the mirror to devise a final intervention. When
this researcher observed this part of the session, the supervisor wrote
out messages both times for the trainee-therapist to take with him back
into the session and read to the family. Both notes were strategic
team messages.
For example, when one trainee came back behind the mirror, the
supervisor said to him, "That was nice."
The trainee-therapist then asked Blount, "What should I do?"
Blount responded, "Well, we have a message for the family," and he
began to write down the message.
As he was writing, trainee number three said to the trainee-
therapist, "You're sounding smooth."
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The trainee-therapist responded by asking, "Oh, is that good or
bad?"
The other trainee said, "That's good."
The supervisor then began to read the written comment. He dis-
cussed it briefly with the trainee-therapist. The trainee-therapist
said, "I don't understand what that (the message) means." Blount and
the trainee-therapist then discussed the note for another minute or two
and the trainee-therapist took the note and prepared to go into the
session to read it. As he left the supervisor told him to tell the
family that he is not sure what it means himself as a way of using the
trainee's own uncertainty to an advantage.
Throughout these discussions behind the one-way mirror regarding
the final intervention, physically there were two distinct groups. One,
the supervisor and the trainee- therapist off to the left by the phone,
and the rest of the trainees several feet away on the right.
In talking about the brief group meetings, trainee number one said
In the beginning, before the family comes in, he
(Blount) might present some ideas and later say, 'We should
do this and this and this in session' and so I'd get to do
whatever makes sense out of that. But usually while the
session was going on, if he had an idea, or if he didn't have
an idea, he would talk it out. But, at least for me, it was
more of a laying down what he wanted me to say, more than me
saying, 'This is what I'm going to do.' That might have been
different for some of the others, but I was more likely to go
with whatever he said rather than to push for an idea I had.
Blount commented upon the end of family sessions:
.... then they come back for a meeting and then go
back in and deliver something to the family, which is usually
the end of the session - and afterwards, that's the end of the
session. Often what they deliver the family is a written
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message from the team which will always be written by my-
self. Occasionally I will appear in the other room. That
has happened with very inexperienced trainees where I felt
the family needed to hear a certain reframing and I felt
the trainee would get confused, so I would be - I would go
into the room and present myself as having been sent as a
representative of the team.
This researcher asked trainee number three who had already ex-
perienced live supervision with Blount for a year, how tasks for a
family were usually planned out, before a session, during a session with
phone-ins, or when. He replied:
Usually the team comes up with the task and Sandy
primarily would be organizing the task. We usually go
over that in the consultation in the midst of the whole
session somehow, but he'll have it pretty much organized
already, 'This is what's happening, this is where we want
to go.
'
(Researcher) Does he relay that information to you
via the phone or do you go back behind the mirror?
(Trainee) Go back, but sometimes on the phone. But
if it's a long message usually we come back. Most of the
task is done by Sandy. Occasionally go back and he is kind
of wavering and he'll ask for how things felt in there around
different things and come up with a task.
Function of the trainee group . As at PSC, the trainees at the
Osborn Clinic felt that the peer group would help them to learn from
other's mistakes and through modelling.
I'll learn I think that I'm not the only one who is
clumsy or the only one who sometimes just doesn't understand
what is happening. As things' start rolling and Sandy at the
end of the session, says, 'Great session'. I won't be the
only one looking around saying, 'Yeah? Say a little more about
that, how was that a great session?' And that will be an
important thing to understand - to know that I'm not in the
boat alone - out in the middle of white water rapids.
(Trainee number two)
I'm impressed by the other interns. I have every in-
tention of learning a lot from them by watching them. Modelling
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is a very good way to learn. I suspect that I'll - They'll
be doing similar things to what I'm doing. I'll be able to
see how they handle it.
.... In the same way I can learn from Sandy pointing
out things, I'm sure they'll see things that Sandy didn't see
or I didn't see and that could be helpful. In many ways, I
think its better to have not only a skilled person but also
people who are learning watching too because in some way they
may be better able to communicate to someone that Sandy might
not be able to. (Trainee number one)
It always feels good to see other peers screw up too.
If there was someone that was really good, I think that would
be a problem in a training seminar but the thing that I found
really important is watching styles and seeing how families
respond to different styles. (Trainee number three)
There were two comments about how the group of trainees would
function as a resource:
A lot of different approaches - a lot of different
perspectives on problems. How to work in a group. (Trainee
number two)
It's helped having off the cuff comments from peer and
other interns - like immediately after session comments are
usually things that contain the most talking about what just
happened in there and what people thought. Initial perceptions
of how the family looked when they left - whether they thought
what was just going on - uh - kind of just the way everyone
looked. They don’t even have to talk. You walk in and you
know pretty much how things went.
(Researcher's comment) That's right - you sort of feel
out the room.
That was important too because somehow from the group
it was pretty unanimous. Rarely that you got varying analogic
data from the whole group. Pretty consistent. (Trainee
number three)
Discussion .
In observing how the Supervisor-guided model of live supervision
and the Collaborative Team model of live supervision worked in practice
at the beginning of the nine month training program, several important
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differences emerged. First of all, in the set-up both supervisors
positioned themselves directly in front of the phone. However, the
supervisor at the Osborn Clinic stood near the phone throughout the
session. Physically, this seemed to reinforce his position at the top
of the hierarchy. Also, whereas Coppersmith never ran any of the video
equipment, Blount took responsibility for all phases of the videotaping.
This appeared to further reinforce his position as the one in charge.
Another difference in the set-up was there were more one-way
mirrors at PSC, which seemed to then offer more flexibility of groupings
in the observation room than at the Osborn Clinic. Also, the trainee-
group at the Osborn Clinic knew, that unexpected observers (other staff
members from the clinic), could drop in for a few minutes at any time.
This was not the case at PSC. As Blount commented, this aspect of the
set-up led him at times to remain more in control of the training pro-
cess so that the training group would look good to the outsiders.
Regarding the group meetings (the team meeting in the Collabora-
tive Team model and the seminar period in the Supervisor-guided model)
,
the scheduled time of this meeting seemed to be an important variable.
The Collaborative Team met early Tuesday afternoon and saw their families
after the team meeting and Wednesday afternoon and evening. This gave
the trainees the time from Wednesday evening until the following Tuesday
afternoon to review their tapes and plan for the next session, as well
as gave the supervisor time to think about what had happened with the
trainee, team, and family.
In contrast, at the Osborn Clinic, the seminar period was scheduled
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right after the training group had seen four families back to back.
This did not give the trainees or the supervisor time to review or edit
tapes or think about the session.
Videos were used very differently in the case discussion at each
site. At Osborn, the supervisor was the one who picked segments of the
unedited video to look at and decided when to begin and end looking at
the video. Throughout the seminar period, he maintained a position of
centrality in the front of the room next to the T.V. monitor with the
trainees facing him and the monitor. In a sense, the supervisor could
be described as the "owner" of the video.
At PSC, trainees were responsible for reviewing each video tape
and writing down the numbers of various sequences of interaction before
the team meeting the following week. For the most part, they were the
ones who decided upon which segments to observe, and the trainees moved
to a position of centrality in the meeting next to the monitor each time
a videotape was shown.
In the group meeting, while each training group discussed cases,
the focus was very different. The name given to each of these meetings
(seminar period and team meeting) underscores this difference. At the
Osborn Clinic, the emphasis was on: (1) analyzing the past session,
often in terms of what the trainee-therapist , supervisor and training
group might have done differently; and (2) using events from the session
as starting points for the supervisor to teach about various skill areas
of family therapy. In contrast, at PSC little discussion centered
around what the training team might have done differently in the previous
session. The emphasis was on: (1) hypothesizing about the family
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organization and the role of the symptom(s) within it; (2) analyzing the
family reaction to various interventions from the trainee-therapist
,
supervisor and training team; and (3) planning an outline of what to do
in the upcoming session often including a roughed out idea for a
directive, strategic comment, and/or homework assignment.
This researcher did not observe the shift being made in the seminar
period at Osborn to the trainee presenting a plan in some detail of the
next session. Rather, the planning for the upcoming sessions that this
researcher observed appeared to happen in the pre-session group meeting
just before the family arrived. This seemed to have the effect of the
trainee-therapist relying more heavily upon the supervisor's guidance
for the session, rather than with the supervisor in conjunction with the
group of trainees, as he or she needed to plan for the therapy session
quickly.
In contrast, at PSC, in the pre-session meeting the trainee-thera-
pist presented any directives, tasks, et cetera that they had readied,
and any new information that they may have gathered about the case.
Both supervisors made roughly the same number of telephone calls
into the session. It was interesting that this researcher did not
observe either supervisor discussing a telephone intervention with the
trainees behind the mirror before they made it. Since the timing of the
telephone messages into the session is a crucial element of the calls,
it appeared that it was difficult to discuss with the trainees the
content and process of the phone-in and at the same time, watch the
session for the appropriate time to buzz the trainee-therapist. Not
discussing the phone calls with the trainees first also seemed to reflect
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the priorities at both training sites of responsibility to the family in
therapy first, the trainee-therapist second, and last the trainees
behind the mirror.
Several differences in the area of phone-ins emerged. One was
that Coppersmith's telephone messages were succinct and organized around
one idea and/or action. In contrast, Blount seemed to be doing more
thinking on his feet within the telephone message without as clear a
focus. It is the speculation of this researcher that part of the reason
for this difference is because the supervisor and trainees at the Osborn
Clinic did not go into the session with a plan that had been discussed
and created by the training group, so that the supervisor as well as the
trainee-therapist did not have a context or frame within which to
organize the sending and receiving of phone messages.
A final difference in the area of phone-ins is that the trainees
at PSC had already begun to talk about and conceptualize more strategic
uses of the telephone.
Both supervisors were instrumental in designing final interven-
tions for sessions. However, two important differences appeared in how
this was done. Whereas Blount had already roughed out on paper a final
intervention before the trainee-therapist came back behind the mirror.
Coppersmith opened up the discussion more to the training group by ask-
ing what they thought was going on in the session, or what they thought
a final intervention should be. Even if the trainees are not yet able
to conceptualize completely the final intervention, asking these kinds
of questions sets up the expectation that they should think about it
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and that they will be able to create the directive in time.
Secondly, whereas Blount handed the trainees copies of the inter-
vention written out in his words to take into the session and read,
Coppersmith expected the trainee to put the comment into their own
language.
Overall, the effect of these differences between the two training
sites seemed to put the trainee from PSC in a clearer position of being
defined as a person with expertise. By ’’owning" the video, playing a
more central role in the group meetings, contributing to phone-ins,
being expected to plan out interventions, et cetera, the trainees were
empowered by being in charge of their case and the information about the
case
.
This may account for some of the differences in how the trainees
perceived the trainee group functioning at each site. While both groups
commented upon the value of watching peers work and learning from them
by modelling or avoiding their mistakes, the trainees, at PSC went beyond
this and already had a beginning conception of peers functioning as a
therapeutic team where they gained the perspective of six different
people. At the Osborn Clinic, the trainee role was more one of observers
as the supervisor taught them about family therapy. At PSC, the trainee
role was as part of a therapeutic team that was in process of learning
family therapy skills.
In the next part of section I, both training sites will be e^camined
in January. In this discussion, only the changes that occurred in each
training program will be highlighted.
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Training sites in January
.
In discussing the models of live supervision in January, only the
changes will be highlighted. There were several changes in the Colla-
borative Team model that revolved around the supervisor's role becoming
less central. The trainees began to make some phone-ins and to work in
some sessions without Coppersmith. There was only one change observed
at the Osborn Clinic or remarked upon by the trainees and/or supervisor.
As this researcher continued to observe both sites, a system of
categorization of the comments of individuals in team meetings, seminar
periods, and brief team meetings emerged. As this researcher observed
similar types of comments over and over in both training programs, she
began to code them. Eleven categories of comments evolved: Asking
questions (coded as Q) ; passing on information (coded as I) ; organizing
the information (0) ; keeping the information going (K) ; affirming state-
ments (A); didactic comments (D) ; suggesting interventions (INT); asking
for help (H)
,
humor (HUM) ; summarizing information (S) and leading the
discussion (L)
.
Criticism did not emerge as one of the types of comments. In
observing, this researcher heard no comments that could be categorized
as criticism. In both training programs, the trainees followed their
supervisor's lead based on Haley's dictum that rather than criticizing,
a person should offer a new way to do something.
Collaborative team model in January .
Set-up . By January, there were several changes in the set-up.
The team had begun to use other smaller observation rooms,
and their
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caseload increased to the point where sometimes two sessions would be
scheduled at the same time.
Coppersmith was not always behind the one-way mirror for the
entire session and trainees had begun to make phone-ins. Also, from
time to time observers who had made arrangements ahead of time with the
team, came to watch specific sessions.
Phone-ins . By the end of December, early January, trainees had
begim to make phone-ins. At first, they called in under Coppersmith's
direction. As trainees number seven and number eight described it:
The first time (I phoned in), I remember it clearly.
I had an idea, I had a suggestion, and I was giving it to
Evan to make the call and she said, 'Go ahead and pick up
the call.' I was shaking. It was very difficult that first
time. One of the families was having their dinner. I
thought of reinforcing the therapist's suggestion that the
I.P. could throw up, and I just called in and told her she
could, that there was support for that. That was the first
time. (Trainee number seven)
I should remember that (when trainees began to make
phone-ins) . It was very exciting. I think we started
making them before the end of the first semester. I think
so. And I'm quite sure I was one of the first people who
made them because I would shoot off my mouth and Evan would
just say, 'Tell her - you call!' And I went, 'Me, no, I
don't want to do it! She won't listen to me.' Anyway, I
think it was towards the end of the first semester. (Trainee
number eight)
Trainees had to adjust to phoning in, as well as accommodate to
receiving a directive or comment from someone other than Coppersmith.
As trainee number five stated:
.... using the phone was like the first time
seeing the family. The first time I used the phone was
like the first time I walked into the room and I said,
'Oh, what am I going to say now?'
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TrainBe numbcT six talked about the sequence for her of adapting
to other trainees phoning in:
(The live supervision has changed) more from the de-
pendent to the interdependent to the independent kind of
sequence where in the beginning really we relied and were
very relieved when Evan used the phone, through periods of
my own experience, not knowing what was coming across over
the phone but having the same idea as Evan was talking as
to where to go next or whatever. You know, feeling that
there was more of a general understanding and a general
direction that I understood, you know the way we planned
things and the direction things should go. And gradually
even more and more comfortable, then being adaptable to
other people calling in.
O.K., this is just the telephone part, that's what
first comes to mind. And then finally, really towards the
end, it not really mattering very much who it was at the
other end of the phone. It did matter - there was an interim
period there where I felt I had to make the shift from being
a little distracted by who was calling in and understanding
how they were putting things
.
(Researcher) It was different than Evan?
It was different because it was a different person.
It wasn't necessarily qualitatively different but I got
used to dealing with the fact that I would have to adjust
myself to somebody different calling in.
From time to time near the end of the semester. Coppersmith was
there for only part of a session, or was not there at all. As Copper-
smith stated:
I've been taking some evenings off. Some of that was
around vacation, some of that was around being sick, some of
that was around going to another meeting. That all bunched
up at one point and people really had to start moving without
me. It was hard. I heard a lot of grumblings and a lot of
funny feedback about it and everything but then gradually it
worked out O.K. I think.
(Researcher) When did that period start roughly?
January. And also because we have so many families right
now we're doubling up times and so I'm not behind the mirror
for all the cases, so people are starting to do some of their
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own supervision and planning with each other and that kind
of thing. So its a pretty significant shift at this point.
Trainees may have 'grumbled' about this change, but they also ex-
perienced it as a comment on their own competence. As trainee number
six stated:
So part of you know, part of it was adaptation and
another part was learning to feel self confident that her
absence was a sign that I was managing and that the team
was managing with me. Umm, and I don't think that interpre-
tation always would apply because she would be there for
various reasons, because she had the time to be there or was
interested in the case - it was not always a direct kind of
'Well, I don't have to be there so I'm not going to be there'
kind of relationship. But that was part of my experience
of having other people calling in. That it was a statement
on her part that we were ready to do that.
In January and early February this researcher observed the team
working with two families without Coppersmith behind the one-way mirror.
In the first family session that was observed, four trainees were behind
the mirror and trainee niomber five was in the therapy room. Also,
behind the one-way mirror was a more experienced family therapist who
had trained with Jay Haley and who was observing the session. The first
phone-in did not occur until one half hour into the session after a
discussion for several minutes about the family's resistance. The more
experienced therapist (Jill Harkaway) suggested that the trainees call
the trainee-therapist back behind the mirror to see if they could help
him work out a new direction for the session. Trainee number nine
followed her suggestion and called trainee number five and said, "The
team would really like to talk to you, so please come back behind the
mirror."
Only one other call was made and this was near
the end of the
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session, just before the trainees met again to discuss a final interven-
tion to the family. The same trainee called the trainee-therapist and
said, ”I think its time to wrap it up. One suggestion we have, you
could really use the parent's help. They could give you two or three
questions to ask Tricia, since they know her best."
In the other family session that was observed when Coppersmith was
not there, trainee number six was doing an initial session with a couple
in crisis. The two other female trainees were behind the one-way mirror
and thirty minutes into this almost two hour session, the three male
members of the team came behind the one-way mirror. (They had been
working with another family.) The first phone call did not come until
thirty- five minutes into the session when trainee number seven phoned in
and said, "It's possible the team missed it but we were wondering what
the husband's goals were for the session tonight." Shortly after this
call, the trainee-therapist came behind the one-way mirror to talk with
the team for eleven minutes. During this discussion, the team agreed
that when the trainee-therapist assigned the homework to the couple, that
one of the trainees would call in with the message that, "The team thinks
it's going to be really hard for them to do the homework." After
trainee number six went back into the session, trainee number five called
the team message in about an hour into the session. Five minutes later,
he called again and said, "The team thinks it is real important to talk
about it now (scheduling another session) if you are coming back. We
have a few slots open."
In the next call about two minutes later, trainee number five said,
"Tell them to talk to each other." Shortly after this, trainee niaraber
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six called the team from the therapy room and asked if there were any
times open for a session on Tuesday. The trainees then asked her to
come back behind the one-way mirror again. She came back for another
twelve minute discussion. The last phone call came after she returned
to the session. Again trainee number five called and said, "It's not a
good idea for them to bring the child here to tell her the decision."
An hour and thirty minutes into the session, the trainee-therapist
came behind the one-way mirror for the third time for another ten minute
discussion. Near the end of this discussion, trainee number five wrote
out a final statement for trainee number six to present to the family.
In making phone-ins, several trainees commented on the difficulty
of doing this succinctly while trying to have some type of group input
into the call. Trainee number seven said:
When I was alone in the room, I would call in. If I
was in the observation room and there was somebody else there,
I'd check it out, 'What do you think?' Very often by the
time we checked it out, it was too late to do it (the phone
call)
.
I certainly was not as nervous in making the phone-in.
Trainee number five commented on the same issue, in the context of
discussing priorities in the training model. To him, it appeared that
the first priority was the family, next was the therapist in the room
and the third priority was the learning of the team behind the mirror.
As he stated:
My sense of the way I was describing that was how it
felt coming back to talk to Evan and the team. And it seemed
like everybody was concerned with what was happening with the
family, and then what was happening with the therapist, and
then what was happening back here. So that at times, for
example, if there was - we behind the mirror would ask Evan
to explain why she was calling in, and sometimes she was
doing it too quickly because she wanted to say something to
the therapist, to do something. It was clear what was more
important
.
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It would have been nice in a luxurious learning situa-
tion for someone to explain and then let the moment go by,
instead of catching that moment in the therapy when some-
thing significant was going to happen, and then asking about
it later or having it explained later. And that became
true when we were supervising each other without Evan. In
the beginning, if there were three of us, we would kind of
debate each intervention before we called in and missed so
many of them and left the therapist hanging and the family
hanging, so that it really seemed that the primary thing
was therapy for the family and the learning for the therapist
as a therapist.
Team meeting . The team meetings changed in how video was used
within them. This researcher saw no video being shown in the team meet-
ing that was observed in January, and all the trainees commented upon
the change in the use of the video from September to January. The
researcher discussed this with trainee number nine:
(Researcher) It seemed to me when I was observing
at the beginning of the year, that people tended to
bring in excerpts of videos -
(Trainee) They did.
(Researcher) and that as your caseloads began to
build up, it became less feasible.
(Trainee) As our caseloads began to build up, as
I think we became more secure with our own abilities,
and we knew what we were looking for so it was easier.
At first we had to bring the video in because we weren^t
sure. It was like, 'What is this?’
(Researcher) Do you have a sense of when that began
to change, of when you did not use videos as much in team
supervision?
(Trainee) I'd say pretty early on, because the
caseloads kind of skyrocketed. We were sort of used to
it for about a month being pretty quiet and then it sort
of took off. And as soon as it took off, we slowed down
a lot with the video. But we still dragged the machine
in every session. We'd usually put on a tape and swear
we were going to show it and then we never saw it because
we didn't have time.
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Trainee number six and number four also talked about this:
(In the fall) I was prepared to show part of the family
for purposes of organization I guess, as opposed to purposes
of planning. There were six of us and it was hard to see
six tapes in four hours. It became more instructive to family
dynamics to see the tapes initially so that we could get
oriented to the family systems method and also so that we
could get to know the families. After we knew the families
for awhile it was even less necessary to play them. Also,
with two or three or four people behind the mirror, Evan or
whoever, there was enough memory of what had happened that
the tapes didn't need to be played once we knew the families.
There was enough of a group recall that we could move without
it and the tapes were just too time consuming with all of the
families that we had.
But the beginning tape playing was different than the
tapeplaying at the end. I think I played it when I was stuck
at the end. In the beginning I sort of played it because
that's how we got to know the families and that's how we
developed a dialogue. (Trainee number six)
I didn't use it very much during the team supervision.
It was easier seeing it by yourself and I'd write about what
I saw, more to see the types of numbers of behavior and
contradictions in the behavior and verbal behavior and to see
the systems perspective and to see myself also - how I was
working or my body language, things like that. But not
directly in the supervision unless there was some area that
we wanted as a team solved directly or because they were
very good or I was very unsure and I wanted them to see it.
And that was more in the beginning that we were able to do that
because of time. But in the last part there w^ere so many
families. (Trainee number four)
Brief team meetings (pre and post session) . This researcher ob-
served five brief team meetings during sessions or at the end of sessions
in January and early February. Coppersmith was not present. All five
of the discussions were ten minutes or longer. In the first two meetings,
Jill Harkaway, a more experienced family therapist, was observing behind
the mirror. In the first meeting, thirty minutes into a session where
trainee-therapist number five was working with a family, Harkaway
commented sixteen times, trainee number nine talked twelve times, trainee
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trainee number five, ten times, trainee number seven, nine times, and
trainees number six and four each commented five times. (Trainee number
eight was not there.)
Examining the types of comments that were made, all the trainees
and Harkaway were active in suggesting an intervention to make with that
family at that time. Trainee number nine made seven comments related to
an intervention, Harkaway made six, trainees number seven and six each
made four comments
,
and trainees number four and five each made one
comment directly related to designing an intervention. Trainee number
five made the most comments passing on information about the case (three
statements) and Harkaway and trainee number seven made the most comments
which organized information (each made three statements)
.
There was one other brief team meeting to plan a final homework
directive for this session. In this meeting, trainee number five spoke
seventeen times, trainee number nine, five times, Harkaway, twelve times,
trainee number seven, eight times, and trainees number four and six, six
times each. Trainee number nine and Harkaway each made the most comments
presenting an intervention (three) . There was a lot of humor in this
discussion. For instance, trainee number five had eleven comments
coded for humor.
It was this researcher's perception that the group deferred to
Harkaway as a person with expertise much in a way that they deferred to
Coppersmith. Harkaway quickly took on a central role within the group,
suggesting the first phone call to the trainee-therapist to have him
come behind the mirror, describing possible interventions and organizing
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information.
The other brief team meetings that were observed all happened
within an almost two hour session in which the trainee
-therapist came
behind the mirror three times. For the first thirty minutes of the
session, there were only two team members behind the mirror. Just
before the first brief meeting, the other three trainees came behind
the one-way mirror.
In the first discussion, trainee number four suggested an inter-
vention and the other trainees began to elaborate upon it. Trainee
number six (who was the trainee-therapist in the room) went over what
they had suggested, pulling together various parts of the intervention.
Then the trainees began to discuss the task again, adding a few more
details. At the end of eleven minutes, trainee number six went back
into the session.
About an hour into the session, the trainee-therapist came back
behind the mirror again. Trainee number eight felt that the interven-
tion that they had decided upon in the first discussion was not direct
enough, that they had to do some more work with the couple that night.
Other trainees agreed with her, but had differing views on how the work
should be done. The trainees debated among themselves regarding their
various positions. At one point, trainee number six tried to get into
the discussion by suggesting that they take one position, but moderate
it by saying it less confrontatively to the family. The debate continued
until trainee number seven suggested an intervention that combined
elements of both of the positions and trainee number six began to write
this tdou down. Truinoo numhor five then uskod trainee number six to
road whut she hud up until that point. She read it, the debate con-
tinued u little less intensely, and trainee number nine sent trainee
number six out the door by saying, ’’You'll find the words.”
Just before the session was over, about un hour and thirty- five
minutes since the session begun, trainee number six came behind the
mirror again. In this discussion, trainees number nine and eight each
spoke nine times, trainees number six and seven each spoke six times and
trainee number five, two times. Fiy this time, trainee number four hud
left. Trainee number five wrote out u final stotomont to suy to the
couple. Trainee number seven made the most comments related to design-
ing an intervention C^our comments) and trainees number eight and nine
made three statements each that were coded intervention. Hour of the
times that trainee number six spoke, she asked questions.
At the end of the session, one team moml)er remarked, ’’It’s olmost
like we hud three sessions.” Indeed, it was this researcher’s opinion
that there wore three sessions interspersed among the throe times that
trainee number six came buck behind the mirror.
Function of the trainee group . By the end of January, early
February, the group hod to adjust to a different organizational pattern.
They could no longer count on Coppersmith always being there in the role
of the person at the top of the hierarchy. Also, they could not expect
all the trainees to be behind the mirror all of the time because they
hud so many cases that sessions wore overlapping. To deal with these
two changes, the trainees begun to organize into subgroups with
different
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trainees taking on the role within the group of making phone-ins.
Trainee number six described these changes:
There were a lot of people and it - we developed
configurations around certain families. Certain team members
behind the mirror would seem to be the leading configurator,
the person that would be the contact person with the other
group, sort of getting a continuing dialogue. That person
would be the contact person and phone in. And there were
some families that I did that for and there were some other
families that other therapists did that for. But that took
awhile to get organized too and I think how that evolved is
from the fact that we had so many families that we did have
to break up and we had very often found ourselves behind the
mirror, because of time constraints we had to be back there
because everyone else was seeing families or whatever. That
kind of thing. I think that built up relationships between
dyads or triads within the groups so that I found myself
following the ones that I had assumed responsibility for
inadvertently because of -
But there was also the freedom and time to follow
interesting cases. We all had different cases that interested
us and I think that also played - when we weren't so
busy we were able to stick with the families that were the
most interesting to us too and that sort of emerged. When
that was happening, you know, different people emerged as
the phone caller. So all those things sort of - made,
impacted on who was the one who was calling and when.
Trainee number nine talked about the organizational changes in re-
gards to the phone-ins:
In the situations where I worked really closely with
the therapist over several sessions, I got real used to their
style, and they got used to my style and phoning in I felt the
best with them. There were a couple of people on the team
that I tended to do more phoning in with than with others. I
felt more comfortable with them. I got used to their timing
and they got used to mine. But now in the end, I call into
anyone. I felt comfortable enough to do it.
(Researcher) Do you have a sense of what made you more
comfortable with other people's timing or made you feel more
at ease to call in with certain people? Was it just because
you were working more closely with them on that specific case
or were you working with them more closely in general?
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Well, I think some of it was personal relations. There
were some people I think I became a little bit closer with
th^ others. That was part of it. I really think the basic
thing was simply the exposure. If I happened to end up being
the person making the phone calls for several weeks in a row
with one family and I got really used to watching the family
and paying really close attention to our team discussions
about them, and knowing what the plan was in my head, then I
would feel more comfortable, no matter who the therapist was
in the room.
Supervisor-guided model in January .
There was only one change in the Supervisor-guided model and this
was in the brief group meetings. The trainees and supervisor continued
to work in the same room with the supervisor doing the phone-ins, running
the video and designing the final comment or intervention. Seminar
periods continued to be focused on analyzing the past session.
Brief group meetings: pre and post session . In January, this re-
searcher observed two group meetings during family sessions. Both
times, instead of the supervisor writing down the final comment and hand-
ing it to the trainees, the trainees wrote down the comment themselves
as Blount dictated it to them. However, the comment was still in
Blount's words.
Discussion .
Most of the changes that occurred in the two models from September
to January happened in the Collaborative Team model as the trainees
began to make phone-ins and do some family sessions without Coppersmith
behind the one-way mirror. In the Supervisor-guided model, there was
one change in the group meetings near the end of the session. Instead
of the supervisor writing out a final comment to the family (if one was
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being given)
,
the trainees began to write down the connnent as the super-
visor dictated it to them.
In the team meetings of the Collaborative Team, the main change
was in the use of video. Whereas early in the fall, the video excerpts
were used to develop a dialogue to talk about what was seen, to get to
know the families, and heighten awareness of what was important to look
at on the tapes, as there was less time for it and less need, videos
were no longer shown on a regular basis in the team meetings. Rather,
the trainees looked at them on their own, made notes, and then passed
this information on in team meetings. This appeared to empower each
trainee as the holder of particular information.
This researcher speculated that viewing the videos together and
talking about sequences of behavior in both supervision models probably
helped to develop a common understanding of the terminology of structural
and strategic therapy models.
Coppersmith gave the trainees permission to phone in by handing
them the phone during a session and telling them to call in an idea that
they had stated behind the one-way mirror. The trainees had to adjust
to calls coming from people other than Coppersmith, and they also found
that if they discussed a possible call too long as a group behind the
mirror, the appropriate time for the call could pass by. Thus, it
appeared that at this midpoint of the training program, the trainees
evolved into a system where one person took major responsibility for the
phone-ins for a particular session and often for a series of sessions
with one family and trainee-therapist. This seemed to help them solve
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two of the problems that they experienced: (1) that the trainee-thera-
pist in the room would not know whose voice and/or orientation to ex-
pect on the phone, and (2) negotiating too long behind the mirror on
each call as to who would phone-in.
While this researcher does not think that since she did not ob-
serve sessions for weeks in a row, that she can have a total understand-
ing of the processes of change as trainees began to make phone-ins, it
is this researcher's opinion that her observations in January and early
February just as the changes were being put into effect more extensively,
do provide some hints about the necessary adjustments. In observing
phone-ins in sessions when Coppersmith was not there, in both sessions
there was less use of the phone and more use of the brief team meetings
as a way to organize and structure information. For instance, in the
first session that was observed, there were only two phone calls into
the session and the trainee-therapist cane back behind the mirror twice
for about twenty minutes altogether. In fact, the first phone call was
to ask the trainee-therapist to come behind the mirror and this call was
made after a more experienced therapist (who was observing behind the
mirror)
,
recommended it to the team.
In the second session, the first phone call did not come until
thirty minutes into the session. There were five other phone calls, but
these were bunched up at the end of this almost two hour session. The
trainee-therapist came back behind the mirror three times, for a total
of about thirty-three minutes of brief team discussion.
It is this researcher's opinion that phone calls structure and
organize the wealth of information in a family session not only for the
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trainee in the room, but for the trainees behind the mirror as well. As
the trainees were trying to adjust to a new organizational pattem with
Coppersmith absent and no one clearly at the top of the hierarchy, and
as they tried to work out ways to phone in efficiently and succinctly,
in the sessions that this researcher observed, long periods of time
passed in sessions in which the trainee-therapist began to flounder with
a family. It appeared that too much information had accumulated for
simply a phone call to intervene, and the team seemed to feel that the
way to sort out what to do next was to have the trainee -therapist come
back behind the mirror, and as a group refocus and redirect the session.
Complicating this process were times when trainees were not there to
observe all of the session, but came behind the mirror partway through a
session after they had finished working with another family.
The phone-ins appeared not only to punctuate a family session for
the therapeutic system in the room, but for the team behind the mirror
as well. Calls helped the team members to organize information, direct
the information flow and cued them as to what to pay the most attention
to in the therapy session.
As noted earlier, it appeared that the trainees fell back upon the
brief team meetings somewhat in January, as opposed to phone calls, to
obtain a group consensus on directing a session. It is this researcher's
opinion that it was harder to get divergent points of view resolved
quickly in these meetings without Coppersmith's presence unless either
one of the trainees behind the mirror asserted themselves as a decision
maker for the session and/or the trainee-therapist took on the role of
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making final decisions when the team was behind the mirror.
In the five brief team meetings that this researcher observed, it
was difficult for the trainees to focus on one plan or directive or
intervention for a family. In the first two meetings, a more experienced
family therapist provided some of the focus for the group. In the other
three sessions, again the team had difficulty focusing on one plan
complicated by the fact that three trainees behind the mirror entered
to observe thirty minutes into the session. As this session went on,
this researcher had several thoughts as to why the team appeared to be-
come overwhelmed by the mass of information in the session. One, not
until about an hour into the session did one trainee emerge as the
person who would phone-in and help to focus the data gathering and
direction of the session. Secondly, when the trainee-therapist was be-
hind the mirror for the brief team meetings, she had not yet assumed the
role of a final decision maker. Third, there was no one there to re-
assure the team that they had done enough in a difficult situation. And
finally, it appeared that the team was trying to overcompensate for
Coppersmith not being there by trying to do too much.
Over time, the way in which the group appeared to begin to function
more efficiently again was to work in subgroups of two, three or four,
where people informally became designated as the one to phone-in to that
trainee and family. The same person seemed to then take on some extra
responsibility for knowing what was decided about the case in team
meetings and other discussions . This researcher speculated that also
over time, the trainee-therapist whose case it was took on more of a
decision making role in the brief team meetings.
This researcher had two ideas of other ways that might help a
collaborative team restructure themselves as the supervisor is less
central. One was that all trainees who are going to watch a session
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start at the beginning of the therapy hour. If other team members are
unable to observe from the beginning and come in partway through the
session, then they should remain in the background, not making phone-
ins, or directing the session. Two, if there are six team members for a
brief team discussion with many divergent views on how to handle a
situation, design an intervention, et cetera they could break up into
two groups of three. Each group could then talk in two separate rooms,
and then come back together to present to each other their final comment
and/or directive. The trainee-therapist would be designated as the
person who makes the final decision as to which intervention or comment
to use.
Training sites in May .
For the last part of section one, both training sites were looked
at in May. Again, only the changes will be highlighted. One area where
some interesting but conflicting data emerged at both sites, was around
the changes in the quality and quantity of the phone-ins by the spring.
The different data is presented, and in the discussion at the end of
this section, some possible reasons for these differences are examined.
Collaborative team in May .
In talking about the changes overall with the team from January
to
May, trainee number eight provided a succinct synopsis:
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Evan (Coppersmith) was less present - more and more
less present; and we really functioned more as a team of
graduate students most of second semester. I mean, she was
there part of the time but increasingly more as a consultant
in team meetings and there for part of the session at night.
So, we really had to depend on ourselves a lot more and trust
each other and trust our development and competence to be
able to handle some very difficult situations sometimes. Also,
fewer team members were present for each session, so occasionally
we would be one on one or two on one. Also, because we had so
many families, we had to spend less time preparing and planning
for each session and doing post-session discussions; so that
in a certain sense each therapist was more in charge of his
or her own families, although still relying on at least some
discussion, some consultations with team members and observa-
tions of team members during the sessions.
Set-up . There were no changes in the set-up between January and
May.
Phone-ins . Trainees continued to make phone-ins. Phone-ins were
talked about by several trainees, in the context of providing more
supervision to each other in the spring and building more collaborative-
ness. As trainees number five and nine described:
It (the live supervision) has changed in Evan spending
less time with the team and us having to do more live super-
vision with each other. So that I think other team people
have been, when I'm the therapist, I've been called more by
and supervised more by people on the team, and also being able
to work at supervising people. So, it's changed that way.
.... I think, too, that since we would up seeing a
lot of families at the same time and Evan not being able to
be behind for everybody all the time, we really learned how
to depend on each other and trust phone calls that were coming
in and be able to tell each other if there were too much - too
many phone calls, too little phone calls, if they were appro-
priate. Our own being ill at ease at the beginning phoning
in and that kind of stuff - that kind of support just kind of
emerged, I think. I don't know how, but it was really the
most collaborative experience I've had even in groups of three
or less people. (Trainee number five)
I'd say that Evan's participation has changed. She's
supervising less closely in each of the cases. She's kind
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of phased out to some degree and even was absent at times
when the live supervision was strictly routine. I'd say
that sort of simultaneously with that process, the team
has tended to become a lot more active, including myself,
I've felt more comfortable and have been more active in
supervising. I've been making phone calls more frequently
and I think contributing more actively to the kind of formu-
lation that we have at that break. (Trainee number nine)
Trainee number six talked about how over time, the team became
more interchangeable as to who would do the phone calling:
The team got very interchangeable towards the end
and I needed to develop that in myself, that acceptance of
the interchangeableness. You know, because it became
distracting in the middle period there to have to put - what
would go on in my mind is, 'Well, so and so is calling in
and I know this is their Like with (trainee number five),
it would be a hierarchical thing and that would distract me
a little bit. And another trainee would call in and I would
know what kind of things were coming. It was fine, it was
just a matter of adjusting to different people calling in
and the different changes we went through.
As a whole, I think from dependence to independence
would describe it.
(Researcher) Could you pinpoint when you reached the
comfort level with a variety of people phoning in - that
the interchangeableness had become an accepted, comfortable
mode?
(Trainee number six) It really - I would say three
fourths of the way through maybe timewise. Say in April.
It also required Evan's absence. I think that people would
call in occasionally when Evan was there, but because the
structure was such that when she was there - she never ever
did a psychoanalytic number on the students, 'Well, what do
you think?' She never ever let the students struggle if the
answer was evident to her, if things needed to move, if you
know what I mean. She never dominated, but she also took
the responsibility for the gaps and for the direction that
someone else wasn't providing. Everyone had an equal chance
to get right in there and offer or whatever but the structure
was such that if she was there, it was more distracting to
hear someone else's voice because I was expecting hers.
This researcher observed phone-ins in two sessions in the spring.
Coppersmith was there for most of the first session that was observed.
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and she was not there for the second. In the first session, there were
six phone-ins, five made by Coppersmith and one made by trainee number
four. The first phone-in came seven minutes into the session when
Coppersmith directed the trainee-therapist in the room (trainee number
five) to have the family start with their meal. She did not check with
the others on the team before making the call.
Twenty- five minutes into the session, as the group was talking
behind the mirror, it became clear to them that they did not understand
a comment mother had made earlier in the session about resentments at
dinnertime. Coppersmith said, ”We ought to find out more about that."
She then called trainee number five and told him, "Mother says there is
resentment at dinner. Find out more explicitly what mom means."
The next two calls, again made by Coppersmith, were team messages
that the therapist relayed to the family. The fifth call, thirty-seven
minutes into the session was a reiteration of the team message to the
older brother praising him for how much effort he put into understanding
and talking with his deaf sibling. After she made this fifth call.
Coppersmith got ready to go and watch another session. Before she left,
she talked for several minutes with trainee number four, reiterating the
plan for the end of the session and the homework that the team had
decided upon in team meeting that week.
Fifty-five minutes into the session, trainee number six called the
trainee-therapist with this message, "You need to reassure the youngest
son that they are not laughing at him. Convey to him that they are not
laughing at him, that this is serious."
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In the second session which this researcher observed, there were
five phone calls made into the session by three different trainees. The
first call in, five minutes into the session was made by trainee number
five. He conveyed a team message to the trainee-therapist in which the
team told her to hold her excitement about all the changes the family was
describing, that they did not quite trust the changes. A second call,
five minutes later, made by the same trainee reinforced the first call.
He said, ’’The team is not sharing your enthusiasm because we have seen
Ben's (the I. P.'s) short fuse and level of frustration before." In the
third call, fifteen minutes into the session, trainee number five after
conferring with the other trainees, asked trainee number six if she could
come back behind the mirror for a minute. When she did, he said, "We
just wanted to check what the plan of the session was supposed to be."
In an eight minute brief team meeting, the trainees planned out a
team split for the rest of the session where the team behind the mirror
took on the stance that they did not trust all the changes that the family
was describing. The fourth call into the session, made by trainee number
seven, reiterated the team's position. The last call, made a few minutes
before the end of the session, was by trainee number four. He made the
call after the group behind the mirror agreed upon the following message,
"We're thinking that maybe he (the I.P.) does not like to be in family
therapy, hut it is the parent's decision about family therapy. If he
wants his own therapy, he has to be out living on his own."
In interviewing the trainees and supervisor, some people on the
Collaborative Team thought that the type and quality of the phone-ins
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changed over the nine months. For instance, trainee number nine
remarked:
I think that Evan's comments have tended to be different.
For instance, they're longer on the phone. When she'll call,
they seem to be a little bit longer and they seem to be more
giving information to the therapists that they can use. Less
directive, 'say this now' and more, 'I think maybe this is
going on - you might think of doing this'. A bit more general
in that way. More complex - offered more complex material.
Trainee number eight talked about how she saw the changes with the
telephone
:
Anyway, the use of the telephone changed in a couple
of ways, I think. We probably used it generally a lot less
often, and there were sometimes whole sessions that went by
wihout a single telephone call, or maybe just a call to say,
'Hi, how are you doing? Do you want a break? Things look
good from back here.' But, the other thing that changed was
when we did use it we were sometimes a lot more daring.
.... I think we were much more conscious of how
strategic the simple buzzing of the telephone could be, so
that sometimes it wasn't the content so much as just buzzing,
to change something, to jiggle something in the session.
Also, we used it a lot more to tell the therapist to shut up
and get out of the room and to end the session because a lot
of us were dealing with impending termination second semester.
Coppersmith also thought there were changes in the phone-ins. One
change that she described is that she would call less, and "wait longer
to see what the therapist is doing."
I was aware of deliberately calling less for direction,
to give them direction, but still using the phone for strategic
purposes. Some for direction but less so than at the beginning.
I wouldn't know how to quantify that, but I know that there
were times when I would be aware of wanting to call in with
something and holding back to see if they would pick up on it
themselves and just gauging my timing on it differently than at
the beginning. (Coppersmith)
In contrast, trainee number five did not feel that there was a
clear pattern in how the phone calls changed. He stated in May:
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I haven't noticed either less or more, specific less
or more phone calls during the sessions.
(Researcher) Have you noticed a difference in the
quality or type of phone calls?
I haven't noticed; I mean, I'm trying to think. I
think maybe less that of somebody being stuck as the thera-
pist and more of the suggesting a different line and some-
thing you forgot to say. A lot of phone calls when we super-
vise each other is stuff that we have agreed on but kind of
the therapist just forgetting. It's stuff that is just sort
of reminding phone calls. No, I haven't -
This researcher did not find a clear pattern in changes in phone-ins
over the nine months. It is this researcher's opinion that more speci-
fic data needs to be gathered in just this area. This will be discussed
more at the end of this section.
Team meetings . There were two changes in the team meetings from
January to May. First, Coppersmith deliberately began to miss some team
meetings. Secondly, there was a continued shift in how video was used
in the meeting.
At first, when Coppersmith was not there to help them, the students
panicked. As Coppersmith said:
And I missed a couple three team meetings I guess be-
cause I was out of town and they had to do all the planning
themselves and went from a period of time when they were
absolutely panicked about that, to a time when they felt
really confident with that and even my not being there for
part of cases or something like that. I watched them go
from feeling, when I went on vacation in January, you know,
that they wouldn't be able to manage, to feeling quite fine
with all of that.
Trainee number five described the change from the trainee's point
of view:
Now towards spring, there's been a change in that
Evan's missed team meetings which she hadn't done before.
We were just talking about it, as a matter of fact, that
when she missed maybe part of a team meeting before, we
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were pretty paralyzed. We've felt real good the last couple
of weeks to be able to do a whole meeting and do the families
and then to supervise each other.
Coppersmith did not direct the trainees as to how to organize the
team meetings in her absence. She said, "For me to do that with this
group, my sense is that it starts to introduce a competitive hierarchi-
cal element which I would prefer not to do, but just let them sort that
out themselves which they do quite fine it seems to me."
Little video was shown in team meetings from January to May, unless
there was difficulty with a particular family. Trainee number six gave
an example of how she used the videotaping differently:
I looked at all of them (the videotapes) on my own, took
notes, and for the most part that was helpful. And then in
presenting the family for planning the next week, I would
refer to the notes in what I had reviewed on the tape. One
time, at the end, when I really felt that we all needed to -
Evan hadn't been there for a couple of weeks on the 'abusive'
family and I really felt like we were off base with this
family. You know, I really felt that we needed - I wanted
to communicate with her in a way that she see them as they
were instead of my reporting about them.
So I played the video for her until she got it and then
she knew what to do. Then she put us on course again and that
was a different way than I ever used video. I definitely used
it so that she could see the family. We had all seen it and
I really felt that we needed - we needed her to be caught up.
Brief team meetings: pre and post sessions . In observing several
sessions, this researcher saw only two brief team meetings, one three
minutes long near the end of a family session, and the other one (eight
minutes long), which functioned as a pre session meeting.
In the first brief meeting, trainee number five came behind the
mirror for a three minute discussion in which trainee number four went
over the final plan for the end of the session and homework intervention
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that had been worked out earlier in the team meeting. Coppersmith had
been observing the session and just before she left to watch another
session, she reminded trainee number four of the details of the plan.
The other brief team meeting occurred fifteen minutes into a
session when the trainees behind the mirror were unclear as to the plan
for the session. Coppersmith was not behind the mirror. The team
members called the trainee back behind the mirror and in an eight minute
discussion, they decided upon a plan of a team split where the group
behind the mirror did not trust the changes the family was describing,
while the trainee-therapist sided with the family. They also mapped out
a possible homework plan in conjunction with this where the trainee-
therapist would have the family agree in more detail about what each one
was responsible for doing in maintaining the changes. This plan was
followed throughout the one hour session and the trainee-therapist did
not come back behind the one-way mirror again.
In interviewing the trainees about what aspects of the live super-
vision model Coppersmith was using were the most helpful, an interesting
shift occurred. In the fall, several of the trainees identified the
phone-ins as what they thought would be the most important aspect of the
live supervision model. By the spring, the time behind the mirror was
also viewed as important by them. Trainee number eight stated in
September that, "the prep work and the calls in during the session are
probably the things that will make me feel the most secure." This
researcher asked her in the spring if she still felt that was true. She
said:
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No, I think the most important aspect actually was - and
again it was confirmed for me or made clear to me this week -
that time coming back behind the mirror before the end of the
session and just getting a reading from other people about what
they think is going on and getting a little help designing
the homework or the intervention. I think that’s the critical
point if I had to choose one.
In May, trainee number four still thought that the phone calls
were the most helpful, but he added, "The other part that I think is
very helpful is the part when you are behind the mirror to discuss the
case."
Function of the trainee group . Between January and May, two major
changes occurred within the group. One, the team began to function in a
different role as the trainees and Coppersmith presented three workshops
together based on their work. Also, the group became more collaborative
and cohesive.
Trainees felt that making the team presentations were an important
part of the training experience. As trainee number four stated:
I gave like the same weight to the team presentations
that I gave to the work and to the supervision. For me, it
had the same weight. It’s like there were three parts, and
they were the same. They forced me to conceptualize the ex-
perience. If I just go without conceptualizing, I would be
lost. I would have a lot of great experiences, a lot of
things; but it forced me to conceptualize. Also, that division
of you having a part of it all, like I was having paradoxes,
that was nice because the other person had other parts. It
was not that much work, and you, by hearing and seeing all
the presentations, you learn it. How to conceptualize, so
that when you deal with all the areas of the presentation,
just by the conceptualization of all of that, you integrate.
It was like an integrating part. It was very helpful.
(Trainee number four)
I think they (the team presentations) were fantastic as
far as - it really elevated the level or organization of my
thinking about my work and everyone else’s work. I feel that
it really made me reflect on a more theoretical level about
the work I had been doing pragmatically, and at times, intui-
tively or listening to other people. It just really helped
to formalize our shared understanding of all these different
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levels, I think it really helped us.
And then presenting it to other people and getting
their reactions on the questions that would come up was also
quite a bit helpful - viewing it with another perspective,
because obviously we're so into it at that point that other
people's questions seem strange and odd, so that was real
helpful. (Trainee number nine)
Along with the increase in theoretical understanding that the pre-
sentations appeared to help the team members with, many trainees and the
supervisor talked about how doing the workshops contributed to the group
cohesion, to defining themselves as a particular group to the outside.
Well, every one of the presentations enhanced the
training experience. What it did for me, was it made me
much more self-confident in the method itself because of
the responses it got from other people.
I have no trouble presenting, it wasn’t a skill that
I needed to learn to develop - it wasn't that kind of
rhetorical public speaking event, - I wasn't nervous about
it.
Uimn - it was the response from the audience, the
unique responses from every audience that I learned from.
It raised more questions, you know, for me and highlighted
information and how we came across to people and how the
method is used. And it gave me a little bit of a different
sense. It was just fascinating. I learned a lot just from
doing.
I think it solidified us as a group. It added to the
cohesion that we had because we then had to present our-
selves and support one another to somebody really from the
outside, really really really from the outside. (Trainee
number six)
I think it (the team presentations) was a really
important dimension to the training experience. It forced
us to articulate pieces of theory and their applicability
to our specific work. Also, it forced us to think more.
Having to write more than just progress notes or anything.
It forced us to think more about what we were doing and not
just in relation to our piece of theory that we were going
to present, but also, I think in relation to the whole
experience.
It was also another team effort which required that
we allow each person his or her own distinctive style and
degree of organization or whatever and sense of humor and
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everything else. It was another way of seeing the different
team members and the differences of the team members.
Our effort to try to tell the world what we were doing,
I think, brought us toward more of a mutual understanding of
what we were doing, a shared understanding, and also brought
us closer. We also shared our notes from our presentations
at the end so that theoretically, although not everybody has
given the pieces yet, we will all have this collection of
presentation pieces. We're also going to do another pre-
sentation (the following fall). (Trainee number eight)
People's comments to us were that the presentation
itself seemed to be like a mirror for what it must be like
working this way where people complemented each other's
strengths - there was no competition. People helped each
other out in answering questions - uh, and it did - it worked
just the way (we worked)
. It really was a high point in
everybody's view and in the development of the team and so
on.
.... I think it consolidates people's learning, it
makes them realize how much they know. It brings together
what the team work looks like because I don't think you can
have six or seven people do a good presentation unless its a
well operating team, and so there's that sense that people
have of the whole experience. I think it's really crucial.
(Coppersmith)
Over the year, the trainees thought that the team became increas-
ingly more collaborative. As trainees number seven and number five
described it:
And I learned something from that experience working
on a team, with that team. It's absolutely the most colla-
borative experience I've ever had. Talk about peers, there
was such an incredible sharing. Each contributed in their
own unique way, and no way was better than another way.
As the year progressed, it became more and more a team
that could work together. (Trainee number seven)
I think besides the family therapy learning experience
- what I've learned from the group was - this has been the
most collaborative effort I've ever been involved with. In
working with a group of people, it has been the least compe-
titive and - never feeling competitive or that there were
hidden agendas which emerged for me as a real - besides the
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training in family therapy and live supervision, that as
a group what we do emerged real collaboratively
. That
really stunned me. (Trainee number five)
Half of the trainees talked about specific ways in which they
thought the collaboration emerged through specific things that Copper-
smith did.
I think some of the guidelines that Evan lays down at
the beginning help out. Not being critical unless there's
something to add, not being just critical; and her style of
encouraging and going with what the therapist in the room is
sensing and feeling. And also having a tremendous amount of
respect for Evan and watching her validation of people and
her support of people was real helpful.
.... Some of it was just coming back behind the
mirror and having Evan say, 'What's going on here? I'm
confused.' And having a chance - coming back behind the
mirror in the break for me never felt like I was coming
back to be told what to do. I felt like I was coming back
to discuss what was happening, specifically around families
saying, you know, simply by Evan laying out something and
then ending with, 'What do you think, do you want to do that,
are you comfortable with that?' (Trainee number five)
We were there for each other in a very equal way.
There's no doubt that Evan established that pattern, and by
her not saying good and bad and good and bad, she equalized
us. I'm sure that was real deliberate. She did not allow us
to compete with each other. Everyone learned that. That's
how we all got there. At the end, I felt no sense of compe-
tition with them. We were all working on everything together.
Clearly, we were in charge of the families we were with.
There was that hierarchy, that natural hierarchy always very
clear; but as we were team members to other people, our
suggestions were equally valid. I counted on that for different
things, different ways of seeing things, but it was very unique.
I really haven't had that experience. I've worked collabora-
tively with people, but it was more like a complementary re-
lationship that I had some clear skills in one area and this
person or people had skills in another area, but we couldn't
switch roles very easily. Here there wasn't that sense that
this is your specialty and that's your specialty and together
we're a terrific team. This was a different kind of team.
(Trainee number seven)
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Yes, but I think that the structural relationships
really shape people a lot, the situation, you know. Evan
set up, Evan modelled a really excellent model of collabora-
tion. The use of live supervision and telephone calls and
relying on each other for planning and doing interventions
actualized that so quickly at a concrete level. You just had
to collaborate and learn from that experience. We were a
bunch of good people but its rare that you get the opportunity
to prosper in such a way.
(Researcher) Can you speak to how she specifically
models that collaboration? Was it specific cues, words,
phrases?
(Trainee) It's real hard. I tried to figure it out.
We used to kid as a team, about Evan having a plan and doing
all of these things planful ly with us and I don't know if
that's true or not. But we all were struck by the fact that
she did seem to exert such an influence and a presence that
we were all very much aware of that. Exactly how it came
across, I don't know.
As soon as someone would speak up with an idea she'd
say, 'What, can you explain more, what do you mean, what do
you think?' It's interesting that lots of times she'll agree
she'll go with it, and lots of times she won't. Somehow early
on it just caught on sind really sparked a fire with everyone
to get everyone talking. Even her eye contact she does with
the group, not with the individual. If you're presenting a
case, her manner does not insist that you present to her. Her
manner somehow encourages you to present to a room of people.
Not to always rely on her. A lot of times she'll just ask
you what you think, 'What do you think, what have you got?'
That's really quietly reinforcing our own abilities, really
supports the collaborative working out. (Trainee number
nine)
.
Supervisor- guided model in May .
The main change in the Supervisor- guided model from January to May
was an emphasis at the end on preparing a group presentation for the
first week of May. When this researcher asked Blount how the structure
and format of the live supervision had changed, if at all, between
January and May, he responded:
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^"^*0 structure tind tho fonnut> lirnmni. Tlio only chiin^^o
was in tho gradual increasing om{)ha8i8 on preparing the pre-
sentation that wo made May fourth. So that there was a -
we began to use our extra time when families concollod or
when we had any extra time - instead of looking ut video-
tapes of families, we talked about this presentation. So
in a sense, things got more theoretical during that time
and the group began to work together on u project.
Beyond that, tho only other change was there was
slightly more use of trainee's input in constructing inter-
ventions, but I don't think I ever got to tho point where
I used it a great deal.
As in the Collaborative Team Model, there wore some different
opinions about changes in the phone-ins. A clear picture of modifica-
tions in tho telephone calls did not emerge, but each person's impres-
sions about it will be presented.
Phone-ins . Trainee number one thought that there were two times
that tho phone-ins changed. As he described it:
It changed twice. In tho very beginning, Sandy (Blount)
was much more verbal in talking in tho back and over the
phono. Ho might give us two or throe different ways of looking
at something. At least for mo and tho other interns here, it
was a little too much; and wo lot him know that wo were
already nervous and Just to tell us what to say - 'don't tell
us why we're saying it Just yet', lie really worked hard to
cut that that down a bit. I guess I'm mainly talking about
over the phone. Afterwards ho would still get caught up in
tho theory and what it all might moan. But In the direct live
supervision, ho first started off saying pretty much whatever
he was thinking, I guess, and we asked him to cut that down
innnodiately
.
(Researcher) Roughly, do you know when that change
took place?
(Trainee) Oh, yeah, within a couple of sessions.
(Researcher) Okay. So, by October it was -
(Trainee) Maybe after tho first five families ho had
cut it down, had quit. And progressively, ho has been loss
concrete and more conceptual. Ho might say kind of what's
going on and you might try this. So, it's getting more buck
to us to figure out what to do. So, that's one change.
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A second change I’ve noted - it's a problem because
I haven't been seeing a family every week since the beginning.
There's a gap in there. But easily within the last couple
of months, February or at least through March and April,
I've noted there's been a lot of letting go on his part to
where I've noted that I'm doing a lot more in here. I
remember thinking 'Oh boy, I'm going to try this on my own.
I'm just going to say it, you know. I'll do something'.
Which was a change, because normally I'd be waiting for him
to call and tell me. For the most part, I think I waited
and then we'd talk about it afterwards, and okay, that was
a good idea.
Trainee number two had another perspective on the phone calls.
When asked how he thought the live supervision had changed in his train-
ing, if at all between September and May, he replied:
I don't know. That's hard to say. At the beginning,
it was easier. As a matter of fact, it feels like
Sandy (Blount) calls in more often now than at the
beginning. He called in less often at the beginning,
but when he called in at the beginning, it was a very
simple message. He would have me come back probably
twice on an average in the middle of the session.
Now, he’ll call in much more frequently. There's
fewer direct messages now - there's more calls to direct
me to something, to set up something that he sees coming
on down the road, rather than a directive to give the
family.
And oftentimes now I won't do what he says on the
phone to do, and he won't come back and repeat it. What
will happen is typically at the end of the session, just
before closing up. I'll go back and he'll make some comment
about 'I see why you didn't do such and such, and that's
good because.' And also, he'll say, 'Why didn't you do
such and such?'
Other than that, I'm not so sure there's so much
a change on Sandy's part as there is in my experience
of it.
In discussing this in more detail with trainee number two, he said
that he thought there were different patterns for each, trainee regarding
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the phone-ins. He stated that for trainee number one, Blount would
"often call in very early", and that for trainee number three, "He
(Blount) doesn't phone in for him very often at all and when he does,
it’s seldom a directive. If anything, it's just a perspective of the
team or it's information for him."
Trainee number three concurred with trainee number two's perspec-
tive that he was being called less.
I don't get buzzed as much. When I see a family,
the amount of buzzing is probably reduced to maybe once
or twice, unless there's something going on that I totally
don't see.
In interviewing Blount in early February, he said that he felt that
he was calling in less with trainee number three also, and that the
switch of phoning in less for the other trainees might come in March.
In observing the training group at the Osborn Clinic at the end of
April, this researcher was only able to observe one family session be-
cause the other two sessions were cancelled at the last minute. How-
ever, in this fifty minute session, there were eight phone calls to the
trainee-therapist (trainee number one). The first call, three minutes
into the session, was to ask him to come back behind the mirror so that
Blount could describe a new intervention to him. In this three minute
discussion in which the supervisor talked three times and trainee number
one talked three times, the supervisor's three comments were coded as
interventions and the trainee's three comments were questions. The other
two trainees behind the one-way mirror continued to watch the family in
the therapy room and were not part of the discussion.
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Some samples of the phone calls by Blount in this session were:
If you go into the details of responsible behavior,
you're going to get a lot more crap from the kid. You just
want a yes or no answer - if it was fully fifteen minutes
of responsible behavior by her standards, whatever they are.
Jim is protecting his mom from having to say no and
he probably knows that she really wants to say yes to her
kids. She obviously loves him a lot and he keeps her from
having to say no. That's what the team thinks. You can be
very puzzled by this.
Try it again only really something small - something
where she really might say yes or he might even want to
practice something where he knows she'll say yes like, 'Can
I brush my teeth tonight?' And then move to something where
she could possibly say no.
Couple of things. One, make sure that he's asking to
be more independent and grown up - not for something personal.
Maybe the problem is that he thinks he is asking for some-
thing for him. The other thing - he thinks he is asking for
something for him personally, for self-aggrandizement - he
might hold back, whereas if it's something more in terms of
growing up and being independent, that might be less special,
and he might be willing to do it. So, if you cast him as
not wanting anything special for himself and that's great -
we're not asking him for anything special - we're asking him
to grow up and be more independent. See if that flies and
if it doesn't, it will lay the groundwork for our next moves.
This researcher does not think that she gathered enough data on
just phone-ins to speak conclusively about changes in the telephone calls
by the spring. Possible reasons for the differences in perception of
the various people in the training group regarding phone-ins will be pre-
sented in the discussion at the end of this section.
Finally, this researcher asked trainee number three, who had
worked with Blount for two years in live supervision and said he felt
comfortable making phone-ins, why he never made a phone-in when he was
with Blount behind the mirror.
He said:
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Well, Sandy as a leader and as a supervisor - I don't
think anyone ever felt, I wouldn't say competent enough, but
felt like they would be able to manage things apart from
Sandy's style, because Sandy seemed to have a way of doing
and he gets on a track and goes, and the results are usually
very good. So, once he gets on a track, it becomes more
like trying to hop on Sandy's track than do it.
Trainee number three did say that there were a couple of occasions
where what he suggested was phoned in by Blount to the trainee in the
room.
Function of the trainee group . At the end of their training, the
trainee group made a presentation together. Trainee number one described
what he thought its impact would be on the learning of the group:
I'd say on a couple of levels. The fact that it's
also at the very end I think is- I think it seems like a
nice way to end. To have a presentation about something
and, in effect, show off something of what we learned or
show off how we can conceptualize. It's almost a group
event as much as it is an intellectual exercise. I think
that's nice. That's saying, 'We're beginners at this,
but we're at some level where now we can present something
of a serious nature to others.' It's just on that level
of meaning it's very nice.
The supervisor also thought that the process of creating the pre-
sentation was useful:
It was very helpful. It allowed me to say things in
a formal theoretical way and be heard - that I had not either
had the occasion to say, or they had not been particularly
excited to hear. It allowed them to prepare something and be
competent in a situation in which the trainer is clearly
dominant
.
It was the one setting where I was fairly good at not
setting all the tone so that the idea that we came up with
was sort of my redoing of their basic impetus, their basic
approach, so that they had a lot to do with it and I was
the one who sort of made it a neat package or suggested a
neat package. They were going in the direction on their
own and when they did their pieces of it, I would listen to
it and we would all offer corrections. But then they got
the rest of it together without my final veto or anything
like that, so they presented how they were going to do it.
So I think they felt very involved. I think it was a very
positive experience.
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Throughout the year, the trainee group continued to function as
individuals relating to Blount, following his lead. As trainee number
one explained his experience with this model of live supervision:
I think I had the idea then that it would be me as
therapist and Sandy making suggestions, when in effect what
it was, was Sandy as the therapist and me as the conduit to
make it happen. What was most helpful about live super-
vision I think was that as a surrogate for Sandy, I learned
a completely different way of doing it; and it’s like separa-
tion, individuation - I can almost feel myself separate from
that and still do that, rather than him giving me a suggestion
of what I could do. That was naive of how it was. It wasn't
like that at all.
Sandy doing the best therapy he could do with me doing
it, and in the process me learning a whole different way of
doing it. So, it's the closest I could come to being in his
shoes and learning it that way. That would be a more powerful
technique than just someone giving me a suggestion and doing
it. It's very different from what I thought.
Trainee number two talked about some aspects of his relationship
with Blount over the nine months:
If he (Blount) wanted input, he would ask. At that
point, whoever was there could just give it. When he
didn't want it (input), the only cue that I would have would
be he would be like this, staring intently at the family,
just intently with the beeper in one hand, and my sense was
this is not the time to open your trap. But there were many
times when I wanted to say something and I didn't.
(Researcher) Why not?
(Trainee) Because I didn't want to - I figured I'll
hold it. I'll wait and see what he's got. And in no cases
behind the mirror was my input the same as what he was
thinking. There was never a time when we were on the same
vein. Never. When I was in front of the mirror, there were
a few times.
(Researcher) How do you explain that?
(Trainee) I don't know, except that, my assumption has
been that he has more experience and he must be right and he
must have something. But when I sit back and think about it,
Sandy goes for the big kill; Sandy goes for the bomb that's
going to make a drastic change, you know, in a three week
period. And for whatever reason related to experience, related
to style and what have you, I don't ever come up with a bomb
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to drop. And anything I would have to say was always a very
gradual one step thing, and Sandy's thing would always be
this whole world, and he had the whole world mapped out -
and India's going to do this and for China to do this and
Australia which is going to cause this, and we've got it.
Occasionally, it would work that way; and when you
see that work, you sit there and say, 'Oh Jesus, I was just
going to have this', which was nothing compared to that.
So, I think that has a lot to do with it, the style and the
way to work with the family. Sandy, he likes to drop the
big one, and he does it, he does it quite a lot.
Blount also talked about his relationship with the trainees over
the training program:
When I treated them all as not being expert, but
doing a good job as rank beginners, they loved it. And
when I started to want to treat them a little bit
colleagually Csic J and say things in a little complex
way, they all got real nervous and wanted, you know - so
I really - Even though there was a great deal of difference
in clinical experience (among trainees) for this model, they
fit together pretty well.
(Researcher) Were there particular, can you think of,
can you give me any particular examples of cues of when you
would know they were getting nervous when you were trying
to treat them more as colleagues - things that would happen?
(Blount) Trainee number one would become immobile in
the session when he wasn't clearly directed. When I wasn't
doing a good job, he would just sort of sit there and be
passive. When I was doing a good job, he got up and moved
and did and was much more active.
Trainee number two would be somewhat haughty in the
session when he didn't know what to do. He'd just sort of
sit back and act a little bit judgemental with the family.
And when I would be very clear with him and giving him
directions that he could really use, it wasn't a problem
at all.
Discussion .
In the Collaborative Team model, from January to May, the trainees
reached the point where they viewed their increased number of phone-ins
and doing some sessions, team meetings, and brief team meetings without
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Coppersmith, as providing live supervision for each other. Team members
became more interchangeable and trainees seemed more at ease with making
phone-ins and receiving them from a variety of people. In both sessions
that this researcher observed in May, different people called in at
different points in the sessions.
The phone appeared to be used more often and more quickly by
trainees than in the interim period in January and early February when
they were struggling with questions of who would phone in, when they
would phone in, would they check with other trainees before they phoned
in, et cetera. Also, the brief team meetings that this researcher ob-
served without Coppersmith were more focused and there was only one
meeting per session as opposed to two or three. Overall, the trainees
appeared more comfortable with ’’permeating the mirror” with the phone
and interfacing with the therapeutic system in the room in that manner,
as opposed to needing more direct contact as in a brief team meeting.
In both models of live supervision, data regarding how the phone-
ins changed during this time period was collected. At the Osborn Clinic,
one trainee thought Blount was calling in more at the end, another
thought he was phoning in less. Blount himself had a goal of phoning in
less to trainees by March. The most consensus regarding phone-ins
emerged around trainee number three who was in his second year of live
supervision. Most people concurred that he was being phoned only one
or two times per session.
At PSC, some of the trainees thought that Coppersmith’s comments
were less directive in the spring, that the phone was used less, and at
the same time that the calls were more daring.
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Coppersmith felt that she called less with directive statements
and would use the phone more for strategic purposes. She felt that her
timing was different than in the fall, that she waited longer to see if
the trainees would pick up something that was happening in the session
themselves
.
Trainee number five was not as clear about changes in the phone-ins.
He stated that he had not noticed a difference in the number of calls in
sessions in the spring, and was not sure if the type of phone calls had
changed.
It is the opinion of this researcher that not enough phone calls
were recorded and transcribed over enough therapy sessions for this
study, to verify any given opinion about the phone-ins. There seemed to
be a wide variation in the number and types of calls in the sessions
that this researcher observed depending on: (1) whether it was a beginn-
ing, middle or ending phase of therapy; (2] comfort level of trainee
with that particular family, developmental stage of the family, and pre-
senting problem; (3) amount of planning that was done for the session
either in team meetings, pre session meetings and/or by the trainee-
therapist; (4) if the team was being used more strategically in the case;
and for the Collaborative Team, (5) if Coppersmith or the trainees were
calling (particularly the stage at which the trainees were at in their
comfort level with the phone calls) . These variables may account for
some of the different perspectives on the phone-ins that participants
in this study had. This would be a very fruitful area for further study.
There were three changes in the team meetings at the Psychological
Services Center. One was that video continued to be shown less fre-
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quently in the meetings. When video was used, it was for the purpose of
working out particular difficulties with a family. Secondly, Copper-
smith was not there for approximately three team meetings which meant
that the trainees then had the experience of taking over all aspects of
live supervision for some sessions; doing the planning in team meetings,
making the phone-ins and running the session and brief team meetings
without Coppersmith. Also, as the caseload increased so that not all of
the cases could be discussed in detail in the team meeting, the trainees
had to take on more responsibility for planning on their cases.
Finally, both groups were involved in this time period in work-
shop presentations. The Collaborative Team gave three workshops in
February, April and May, and the training group at Osborn made one pre-
sentation at the very end of their training. For both groups, the work-
shops appeared to pull together theoretical information for the trainees
in a powerful way. Blount also felt that for the trainees at Osborn, it
was a good way for them to be able to do something where he was less
central.
For the Collaborative team, as they did several workshops over the
spring semester, two other important experiences appeared to happen.
One, it provided opportunities for them to demonstrate their collabora-
tiveness in a public forum, and secondly, it seemed to set a boundary
around them with the outside world; to validate their work as a
particular group.
In summary, section one has highlighted programmatic differences
between the Supervisor- guided model of live supervision and the Colla-
borative Team model, particularly in terms of supervisory behaviors.
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physical set-up and function of the trainee group. In both models,
clearly the supervisory role was central. However, it is interesting
that in May, the quotes of the trainees from the Collaborative Team
regarding their experience with the live supervision, focus on their
relationship to each other through Coppersmith's influence as their
supervisor. In contrast, the quotes of the trainees in the Supervisor-
guided model focus on their relationship with their supervisor over the
year.
In section two, the ratings of each trainee pre and post on the
video task are presented.
Section II - Pre and Post Video Task
Process
.
Each of the nine trainees completed a pre and post video test that
was designed to rate their perceptual/conceptual skills in structural
and strategic family therapy. The test was given to them as a group at
their training site in September as their training began, and in May,
when it had been completed. It took approximately three and one-half
hours each time for the trainees to complete the task. As they were
viewing the video segments and answering the fifteen questions, the
trainees were asked not to discuss any part of the task. They were also
asked not to discuss the video excerpts or the questions between September
and May. As the trainees were doing the test, any requests that they
made for more information about families were not answered. The only
further information that was given out was clarifying information.
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To dovolop u Rcorlnu koy for this tost, throe oxporloncod family
therapists, Including this researcher, each took the tost. The other
two researchers wore picked because of their level of expertise as
faml ly therapists and because one had boon trained and worked with
mount, and the other had boon trained at I’SC with Coppersmith. This
was done to enhance fair roj)rosontatlon of the different stylos of work-
ing at the two sites.
As a group, the throe raters watched the video segments and then
Individually completed their responses to the fifteen questions. The
same format was followed as the trainees In doing the task, nton, a
composite scoring key was created that Included only those responses
that all throe raters agreed upon (see Appendix P] . ’fills scoring key
was the basis upon which each of the researchers rated the nine trainees
blindly in the full and in the spring.
In September and May, ouch researcher wrote up several explanatory
paragraphs describing the strengths and weaknesses of each trainee us
they saw them, from the trulnoo responses. Those descriptions were then
used to make a composite rating for each trainee. In Appendix Cl, two
samples are Included of the analyses hy the tliree raters, one from
September and one from May. All during this process, trainees were only
identified by a randomly given number.
The composite ratings have been summarized In the following table
(Table 2), along with the prior training of the trainees before their
program of live supervision began and the number of families they worked
with from September to May. The video ratings were organized into five
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categories
:
1. Beginning level: Shows almost no understanding of structural
and strategic models. Many responses of
'don't know' or answers left blank.
2. Low skill level: Rudimentary understanding of structural and
strategic models. Answers included one or
two of correct responses from scoring key.
3. Moderate skill level: Working knowledge of structural and
strategic models including some theoretical
understanding. Answers included approximately
one half of correct responses from scoring
key.
4. Solid skill level: Good understanding of structural and
strategic models including a solid theoreti-
cal base with a strong link between theory
and practice. Answers included approximately
three-fourths of responses from scoring key.
5. Sophisticated skill level: Excellent understanding of struc-
tural and strategic models with a sophisti-
cated knowledge of their theoretical under-
pinnings . Answers included most of correct
responses from scoring key including creative
answers of their own.
Pre
and
Post
Video
Task:
Trainee
Ratings
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Composite ratings for the nine trainees
.
Trainee #1 in September . In this task, this trainee was function-
ing at a very early, beginning level as a family therapist. In fact,
one of his strengths was that he clearly acknowledged in his responses
how much he had to learn. Answers indicated that he lacked the follow-
ing specific skills: (1) the ability to use the terminology and con-
cepts of the structural model, i.e. mapping, joining, subsystems, hier-
archy, boundaries, et cetera; (2) an understanding of systems thinking;
and (3) knowledge of strategic models and the similarities and differ-
ences between strategic models and the structural model. A few
strategic interventions were presented, but they were not grounded in a
theory base.
Summary: Beginning level of skill in structural and strategic
models
.
Trainee #1 in May . This trainee has a limited understanding of
the theory and practice of structural/strategic family therapy. He is
not able to differentiate between strategic models nor between the struc-
tural model and strategic models. He demonstrated some knowledge of
structural mapping, however, assessment skills, particularly in a larger
family grouping, are not very strong. He did display a clear under-
standing of how to do an initial Haley problem-solving interview and
some beginning understanding of structural interventions, in particular
subsystem work and physical restructuring. However, he does not demon-
strate a knowledge of other more sophisticated structural interventions.
This trainee is particularly weak in understanding the Milan Model
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of strategic family therapy. Nowhere does he demonstrate an under-
standing of their assessment of information gathering techniques, nor
any conceptualization of their interventions.
Summary: Low level of skill in structural and strategic models.
Trainee in September . This trainee had little or no under-
standing of the structural family model. All of the questions which
were related specifically to this theoretical model were answered by
the comment "No ideas", or were left blank.
Regarding the strategic models, the trainee had a rudimentary
understanding of a few concepts; positive connotation, reframing and
paradox. However, he does not connect these interventions to an over-
all understanding of change or systemic thinking.
This is a beginning therapist with little practical experience
or reading knowledge of family therapy.
Summary: Beginning level of skill in structural and strategic
models
.
Trainee #2 in May . This trainee overall shows a spotty theoreti-
cal as well as operational understanding of strategic models, and is
particularly weak in the structural model of family therapy. He did not
know the appropriate symbols to draw a structural map, which then
impeded his ability to communicate his perceptions of a family. Other
areas of weakness in the structural model were subsystem work, directives
and homework interventions.
The trainee's skills were in knowing how to join with families
and more familiarity with strategic models. He has developed some
skills
in terms of (1) knowing some important aspects of a Haley
problem-
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solving interview, (2) use of positive connotation (although he does not
label it as such), and (3) prescribing a symptom, and (4) team splits.
However, the level of knowledge is one of being aware of certain inter-
ventions, rather than a solid grasp on systems concepts. He does not
demonstrate an understanding of many of the specifics of the Milan
Group approach, i.e. gossiping in the presence, hypothesizing, sibling
rescue, therapists' impotence, et cetera.
Summary: Low skill level structural, and moderate skill level
strategic.
Trainee #5 in September
. This trainee presented a very mixed
level of skills. He seemed to have some knowledge of the differences
between the structural and strategic models, but it is not very refined.
He is not sure of his skills with a structural map, yet in describing
interventions, demonstrates an understanding of the family transactions
which indicates that he could do a map more completely if he were more
familiar with this format.
He did devise some creative strategic interventions. However, he
does not demonstrate an understanding of important concepts of the Milan
Model such as gossiping in the presence, rituals, or a team approach.
Nor does he show that he knows how to conduct an initial Haley interview.
Overall, he needs to develop more skills in connecting assessment with
appropriate interventions.
Summary: Moderate understanding and skill level, structural and
strategic models.
Trainee #5 in May. The strengths of this trainee appear to be the
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Haley problem-solving interview, the use of metaphor, and an under-
standing of the strategic approach. However, the trainee appears to be
lacking in conceptual sophistication to extend their understanding of
the strategic models. For instance, he discusses team interventions
but never labels them as a team split, illusion of alternatives, et
cetera. Also, in question four on the first family, he does not
demonstrate a sophisticated understanding of the strategic concepts of
symmetry, complementarity, rules of rules, feedback loops, et cetera.
He also discusses the techniques of positive connotation and prescribing
a symptom without identifying them correctly. He still does not
demonstrate an understanding of important concepts of the Milan Model.
In the area of understanding structural maps and structural inter-
ventions, this trainee was particularly weak. He seemed to know only
diffuse boundary, rigid boundary and hierarchy, as the symbolism for a
structural map. He did not demonstrate an understanding of how to communi-
cate conflict, triangulation, alliances, overinvolvement , et cetera
through a structural map.
Summary: Moderate skill level both models with some areas of
solid skill development; Haley problem solving interview, use of meta-
phor, and some aspects of strategic approach.
Trainee #4 in September . This trainee had a good intuitive sense
of some of the theory and practice of structural and strategic family
therapy, but this knowledge was not fully understood and not very well
integrated. It was interesting how he was able to gather a lot of in-
formation from each taped sequence, even when it appeared that he had
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not boon trained in tlio particular area* that the quo»tion» uddreiiod.
Some of the piece* of structural and strategic model* that he
was missing were how to do a structural map, ussossment technique* in
the Milan Group Model, and how to do a Haley problemosolving interview.
However, ho did demonstrate a good understanding of Joining in the
strategic models, family rules, and some structural interventions.
Summary: Low skill level both models, but good Intuitive sense.
Trainee M in May . This trainee presented a mixed bag of skills.
Ho was able to develop a good range of structural interventions
(especially working with subsystems) and some quite complex strategic
interventions that were tailored specifically to the families on video-
tape. Ho also demonstrated a good understanding of some aspects of the
Haley model and Milan team interventions.
However, his skills in other ureas were quite weak, particularly
in assessment and more intricate joining techniques. He was unable to
pick one structural map and stay with it. At times, it appeared that
he was confusing a structural map with a gonogram. Joining skills were
very content oriented, not focused at all on the nonverbal, affective
levels at which one cun Join families.
This trainee appears to be on the edge of pulling the concepts and
practices of structural/strategic family togetlior in a meaningful way.
It appears that he needs in particular, a more consistent study of the
theoretical buses of these models.
Summary: Moderate skill level l)oth models with some areas of
solid skill development; structural and strategic interventions and
team interventions.
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Trainee #5 in September . This trainee demonstrated several areas
of competence with the structural model and several areas of weakness
and lack of knowledge about the strategic models. He has a reasonably
good understanding of assessment in the structural model. Excellent
interventions to use in sessions were described and he recognized the
uniqueness of each of the three families in the video task to aid him
in joining procedures. A particular strength was the consistency of
his interventions with his analysis of each family.
Although this trainee appeared to have some knowledge of the
strategic models, there were major gaps in understanding fully when
and how to use this approach. A particular weakness was the lack of
any awareness of how to work with the team approach to a family.
Summary: Moderate skill level, structural model; low skill
level strategic models.
Trainee #5 in May . This trainee shows his greatest strengths in
understanding the Haley Model (as outlined particularly in Leaving Home
and Problem-Solving Therapy) and the information-gathering techniques
of the Milan Group. He also demonstrated a knowledge of a broader base
of structural interventions than many of the trainees. Joining skills
seem to be at an average level, as were ideas on how to work with sub-
systems and metaphors. Overall theoretical understanding of the
strategic model seems to be good with correct usage of a wide range of
concepts and interventions.
However, this trainee presented an interesting dilemma in that
his structural maps remained very confused. While the trainee showed
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an understanding of much of the symbolism of structural maps and in
fact in their first map of the third family, they presented an excellent
structural map, the trainee was unable to be precise and pick just one
map (he always presented two options)
. This area of weakness in
assessment is hard to explain given the appropriateness of the inter-
ventions which this trainee designed.
Summary: Solid skill level in structural and strategic models
except for structural mapping, moderate skill level.
Trainee #6 in September . This trainee had a solid grounding in
both structural and strategic theory, interventions and techniques.
Most of her responses were in the correct area for each question.
Knowledge demonstrated of the structural approach was quite sophisti-
cated.
She also seemed particularly adept at using some of the strategic
concepts for assessment. Overall, she showed a good general under-
standing of strategic work with somewhat less familiarity of the nuances
of the Milan Model. However, she needs more refinement of strategic
principles to apply them specifically to a particular problem and family.
Summary: Solid skill level in structural and strategic models.
Trainee #6 in May . This trainee did an outstanding job with the
task. She demonstrated very clearly that she had a sophisticated under-
standing of the theory and practice of structural and strategic family
therapy. In particular, she was very strong in structural mapping and
assessment, including complex family configurations. She shovred a good
understanding of how to work with subsystems and a variety of structural
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interventions beyond just physically moving people around. Another area
of strength was metaphoric work with families. Also, she displayed a
clear understanding of the Milan Model including some aspects of their
information- gathering techniques and team interventions; the Haley
strategic model; and when a strategic model might be used as opposed to
a structural approach
.
Summary: Sophisticated skill level in structural and strategic
models
.
Trainee #7 in September . Overall, this trainee demonstrated an
awareness and knowledge of the differences between the structural and
strategic models of family therapy, as well as an understanding of how
to apply the models. She had some very solid skills in the structural
model, particularly in the areas of assessment, directives, techniques
to use in session and homework interventions. She had a good sense of
how to join with families and a particularly creative understanding of
possible ways to use metaphors.
In the strategic models, she acknowledged that she was not as sure
of herself. She was familiar with Haley's work and demonstrated some
understanding of the Milan Model. However, this trainee needs to
develop more fully her ability to design and elaborate upon strategic
interventions to fit particular families.
Summary: Solid skills in structural model, moderate in strategic.
Trainee #7 in May. Trainee number seven did an outstanding job on
the video task and demonstrated a complex and in-depth understanding of
both the structural model and strategic models. She exhibited a good
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grasp of a range of joining techniques and sophisticated structural
interventions and directives
. She had a good understanding of how to
use structural maps, although some of her maps could have been drawn
more precisely.
In the strategic models, she displayed a good knowledge of some
aspects of the Haley model and an excellent understanding of a range of
concepts in the strategic model (i.e. symmetry, complementarity, rule of
rules, feedback loops, one-down, triangulation)
. She had a solid
grounding in the Milan team approach with a knowledge of a range of
interventions and an awareness of their particular informational
gathering techniques.
Summary: Sophisticated understanding of structural and strategic
models
.
Trainee #8 in September . The strengths of this trainee lay in her
understanding of the basics of the structural model. She was able to
appropriately assess the families in the video tasks in terms of
boundaries, hierarchy, and subsystems, and in suggesting good homework
tasks.
Although the trainee had some familiarity with strategic concepts
such as positive connotation and prescribing the symptom, the concepts
seemed to be fragmented and not fully integrated within the strategic
theoretical model. The trainee had a better understanding of Haley's
work than that of the Milan Group, but it was apparent that she had had
some exposure to both approaches.
This trainee demonstrated several areas of competence and needs
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primarily to learn more about strategic models and how to apply theory
more specifically to particular families.
Summary: Moderate skill level structural model, low level
strategic models.
Trainee #8 in May . This trainee demonstrated a quite sophisticated
understanding of both structural and strategic family therapy including
the strategic Milan Model. She had a strong understanding of how to
work with subsystems and clearly differentiated between when to use the
structural model and strategic models. She did particularly well with
some of the questions on family niomber two which were more directed
toward the strategic models. She demonstrated a good understanding of
Milan information-gathering techniques and interventions.
Areas where she could improve are metaphoric work (she did not
answer one of the questions on metaphor) and joining skills.
Summary: Sophisticated understanding of structural and strategic
models
.
Trainee #9 in September . This trainee had limited skills and the
strengths that were demonstrated were within the structural model.
Structural maps were quite accurate. However, the range of techniques
and interventions conceptualized by this trainee to accompany his
assessments were narrow. Joining skills and directives for outside
the session seemed in particular to be weak.
This trainee did not show an understanding of the various strategic
models, nor a sense of how one might work with a team or strategic inter-
ventions. In fact, he mentioned that he was unable to make the
distinc-
tion between the structural model and strategic models.
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Clearly this is a trainee at an elementary level, who has had some
explosure to the theory, but needs experience putting it into practice.
Summary: Low skill level structural, beginning skill level
strategic models.
Trainee #9 in May . In May, this trainee demonstrated a sophisti-
cated understanding of structural and strategic family therapy. The
trainee ' s greatest strength Cand a very strong one) , appears to be the
strategic model of the Milan Group. He also has a solid understanding
of the structural model although a few of his descriptive responses are
couched in strategic terms. This trainee showed the clearest under-
standing of all the trainees of the many complex theoretical concepts
of the strategic model in question four, family number one. Joining
ideas were complex and intricate, subsystem and metaphoric interventions
were accurate and creative. The trainee assessed families pretty
accurately regarding their boundaries and interactional patterns, but he
could use some help in designing maps more accurately.
This trainee did not demonstrate an understanding of the format of
an initial Haley interview. Rather, in response to that question, he
showed a good working knowledge of the informational gathering tech-
niques of the Milan Model.
Summary: Sophisticated skill level of structural and strategic
models, especially the Milan Model.
Discussion and conclusions .
Some tentative conclusions may be drawn from this data both in
terms of the skill development of each trainee and
in comparing and
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contrssting the development of the trainees in the two training groups.
In examining this data, it is important to remember that this task
measures perceptual/conceptual skills, but not executive skills.
Looking at the skill development of individuals, a sequence of
formal coursework seems to be the most important variable as to how the
trainees performed on the task. All of the trainees who received a
solid or sophisticated rating of skill level in May from the three raters,
except for trainee number nine, were in a four semester sequence of
family therapy courses. Trainees number one through four who either had
no coursework or sporadic coursework did not do as well as the rest of
the trainees in either September or May.
Trainee number nine is the exception to this pattern. Whereas he
received a rating of "low skill level, structural model, beginning skill
level, strategic models" in September, by May he demonstrated a sophisti-
cated understanding of structural and strategic models with the video
task. Even though this trainee only had one course in family therapy, he
was somehow able to construct a very sound theoretical base for these
models of therapy. Perhaps this can be explained by a particularly good
ability on the part of this trainee to intertwine theory and practice
from his limited coursework, his own readings and training experiences.
Also, as would be expected, there does not appear to be any
connection between extensive previous clinical experience with indivi-
duals and how people performed on this task.
In comparing the development of the two groups of trainees, it
was hypothesized that if the variation in methods of live supervision
was significant, then there should be some variation between the two
groups in the skills that were learned. This researcher speculated that
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the team from PSC would be more skillful in the strategic team model of
the Milan Group and that the group from the Osborn Clinic would be able
to work more precisely with the Haley model of strategic family therapy.
In May, all of the trainees from PSC demonstrated either a solid
or sophisticated understanding of Milan strategic team interventions,
and all the trainees except for number four exhibited a solid or
sophisticated understanding of their techniques of hypothesizing and in-
formation gathering. All of the trainees from PSC except for trainee
number four, also demonstrated a solid or sophisticated skill level in
the Haley strategic model of family therapy in May. Trainee number
four was rated at both a moderate and solid skill level for the Haley
mode 1
.
At the Osborn Clinic, in May trainees niomber two and three both
did better overall in the Haley strategic model than with the structural
model or the Milan Group model. However, trainee number two was rated
as at a moderate skill level with the strategic models and trainee
number three was rated with both moderate and solid skills for the Haley
model. Trainee number one was assessed by the raters to have a low
level of skill in both structural and strategic models and did not
perform better in the Haley strategic model except for the Haley problem-
solving interview. None of the trainees at the Osborn Clinic demon-
strated a solid or sophisticated understanding of the Milan model.
Trainee number three had some ideas regarding team interventions, but not
within a larger theoretical context of the Milan model.
The data supports the original hypothesis that the PSC trainees
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would be more skillful in the Milan strategic team model, but it does net
support the hypothesis that the trainees at the Osborn Clinic would be
more skillful with the Haley model. However, it is impossible to know
if these differences are attributable to just to the live supervision
training programs, or whether the live supervision in combination with
the formal coursework is the most significant factor. This points to
the importance of controlling more closely for the variable of course-
work in future studies.
Also, the number of families seen as a team might be a variable.
While the trainees in both groups saw roughly the same number of
families over the nine months, the trainees at PSC saw more families
than the trainees did at the Osborn Clinic within the live supervision
group training model (twenty-five families)
. The trainees at the
Osborn Clinic worked with ten to fifteen families with live supervision
and then seven to twenty families on their own without the other
trainees and supervisor behind the mirror.
In summary, formal coursework or the lack of it seems to be the
most important variable in trainee skill development. Whereas the
trainees at PSC demonstrated a higher skill level than the trainees
at the Osborn Clinic in the Milan model, the structural model and for
the most part in the Haley strategic model, it is not possible because
of other important variables, to know if this is just the effect of the
differences in the training models.
In section III, information is presented on how the trainees rated
themselves as well as how their supervisors rated them on the inventory
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o£ skills of structural and strategic family therapy.
Section III - Trainee Inventory of Skills
Process
.
In creating the inventory, both supervisors were asked to identify
their objectives and goals in their live supervision training programs.
Both supervisors identified that they were working with the structural
and strategic models described in Chapter Two.
Blount's goals and objectives for the first year of his training
program were:
Students by the end of the year would be able to;
1. Conduct an initial interview.
2. Assess in which cases one can be helpful and which cases
to decline.
3. Diagnose a family from a structural/systemic point of view.
4. Plan a course of treatment.
5. Know how to extricate oneself from untenable positions in a
family.
6. Successfully handle termination.
Coppersmith's objectives and goals were:
1. To conduct effective structural and strategic family therapy
sessions
.
2. To utilize live supervision.
3. To collaborate in an effective and creative team effort.
Then, both supervisors were asked to examine the following
list of
twenty-nine skill areas that represented a compilation of
important
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concepts and therapeutic techniques in the structural and strategic
models of family therapy:
1. Joining with a family (understanding the various skills involved in
joining such as mimesis, tracking, and accommodation, and operation-
alizing these skills in sessions.
2. Assessment skills (ability to assess a range of families and to
pass this information on to others in treatment planning)
.
3. Creating appropriate and creative interventions for a family to be
used outside a session (homework)
.
4. Understand the basic axioms of systems theory as applied to a famly
unit in which a member presents with behavioral problems.
5. Understand and operationalize a range of structural interventions
such as boundary marking, restructuring moves, unbalancing, and
clarifying hierarchy.
6. Comfort with the phone hook-up and ability to work with information
passed over the phone during a session.
7. Recognize idiosyncratic language usage in the communication patterns
within a particular family and be able to use these patterns within
sessions
.
8. Ability to do an initial Haley problem-solving interview.
9. Ability to understand and work with subsystems.
10.
Comfort in giving directives in session, as well as directives to be
done outside of the session.
Understand and operationalize team strategic interventions such as
team split, team impotence, and prescriptions from the team.
11.
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12. Understanding of theoretical concepts of structural model such as
parental child, boundaries, enmeshment, disengagement, structural
map, et cetera.
13. Understanding of theoretical concepts of strategic model such as
symmetrical and complementary relationships, triangulation, family
rules, feedback loop and counter-paradoxes.
14. Nonverbal communication - ability to monitor nonverbal responses of
family members as well as speech content.
15. Understand and operationalize a range of strategic interventions
such as behavior prescriptions, paradoxical injunctions, illusion
of alternatives, rituals, positive connotation, et cetera.
16. Recognize the therapist experience of 'suction' into implicit rules
of the family and dysfunctional beliefs and reconceptualize the
process at a therapist - family level.
17. Accept family's definition of problem and produce change within
their definition of what needs to be different.
18. Ability to observe for family behaviors that confirm or deny
alignments, coalitions, and splits between family members, and to
be able to use this information in treatment planning.
19. Information gathering from all members - ability to use such
techniques as 'gossiping in the presence' and developing tentative
hypotheses to focus the gathering of data.
20. Seek out, understand and use family rules and myths in treatment.
21. Ability to structure interaction in sessions between family members
without the therapist acting always as a central 'switchboard'.
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22. Involve the family in selecting a target problem or problems, in
setting goals, and in elaborating a plan of action.
23. Ability to work with a range of families (single parent, families
with young children, multigenerational families, et cetera) and a
range of problems.
24. Use of metaphoric communication in sessions - both metaphors that
the family presents as well as the therapist's use of metaphor.
25. Accurately estimate family's capacity for change, and ability to
work with their pace.
26. Ability to work with colleagues in a supportive and productive
manner on team cases
.
27. Ability to effectively utilize supervision.
28. Ability to integrate various techniques into therapy sessions such
as family puppet interviews, genograras, art interviews, family
sculpting, et cetera.
29. Long term planning on a case - looking ahead to future sessions.
This list was created by this researcher after a review of the
literature of these models of family therapy. Both supervisors responded
that they thought all of the twenty-nine skill areas were important in
their training models, and that they covered all of them in their pro-
grams .
Coppersmith and Blount were also invited to add any further skills
that they taught that were not included in the original list. Blount
contributed two more: (1) Ability to use the experiences of therapist
as diagnostic tool in understanding family structure and sequencing; and
(.2) ability to intervene in the experience of 'suction' into family
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patterns by constructing interventions that change the experience of the
therapist while generating options for the family. Coppersmith added
one more skill: (1) To be able to view the family's problems in a wider
societal context, including knowledge of assessment of this wider
context and ability to intervene at the correct level. With these three
additional skills, the skill inventory was created with a rating scale
from one to five, where each number represented the following:
1. Not applicable, have not worked with this skill at all.
2. Introductory level of skill (or skills), do not feel that
competent or comfortable with yet.
3. Some familiarity with, would feel competent and comfortable
using this skill (or skills) some of the time with a limited
range of families.
4. Very familiar with, feel very competent and comfortable using
this skill (or skills) with a wide range of families in a
variety of situations, while working with a team behind a one-
way mirror.
5. Very familiar with, feel very competent and comfortable using
this skill (or skills) with a wide range of families in a
variety of situations, while working alone.
Table 3 on the following page, summarizes the self-ratings from the
nine trainees in both programs in September, January, and May, and the
ratings of the two supervisors of the same trainees in January and June.
The supervisors were not asked to rate the trainees in September be-
cause they had not yet had time to work with and observe the trainees.
Skill
Inventory:
Trainee
Self-ratings
and
Supervisory
Ratings
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Trainees number one, two, and three, were all in the Supervisor-
guided training model at the Osborn Clinic and trainees number four
through nine were all in the Collaborative Team training model at the
Psychological Services Center at the University of Massachusetts.
The chart shows the number of times each trainee received or gave
themselves a particular rating. A total score is derived for each person
each time by adding up the number of points they received. For
instance, trainee number one in September circled skill level 1. for
twenty-six skills (which gives him twenty-six points), skill level 2.
was circled for three skills (six points) and skill level 3. was
circled for three skills (nine points). He did not mark skill level 4.
or 5. for any of the skills. His total rating was forty-one points.
Discussion and conclusions .
This data will be examined in terms of general trends that the
ratings reflect, rather than each specific skill rating as significant
information. Given that three out of the five ratings are self-ratings,
and that different individuals interpret rating scales differently, this
instrument and process is not precise enough to look at each individual
rating.
1. Looking at the self-ratings by the trainees in September, as
would be expected, there is a direct connection between those
trainees who put down a large number of ones , and those trainees
who have had no formal family therapy coursework. Trainee number
one and trainee number two, both of whom had no family therapy
coursework, have the lowest total scores (41 for one and number
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two ties with trainee number nine for the second lowest total
score, 56) . Trainees that had had one or two courses in family
therapy were also near the bottom of the self-ratings (number
nine with a total score of 56 and trainee number four with a total
score of 59)
.
The five other trainees who were in a somewhat more formal
sequence of courses, all rate themselves substantially higher
(averaging 92 as a total score), except for trainee number seven.
She wanted a special category of rating, a mid category between one
and two to show that she had some exposure to the skill, but had
not worked with it yet. Therefore her ratings were called one-twos
and given a weight of 1.5. This brought her total score down from
what it would have been if she had marked that she had an intro-
ductory level of skill to concepts and techniques that she had
gbeen exposed to, but had not worked with yet (rating number two) .
The three trainees with the lowest self-ratings (number one,
two, and nine) were the only trainees who were described by the
three raters in the video task in September as beginning family
therapists in either strategic models of family therapy or the
structural model.
2. Very few ones appear in the second and third times the trainees
rate themselves, or when the supervisor rate the trainees. (There
^Interestingly enough, in the video task this trainee did quite
well in September, demonstrating that she understood the strategic and
structural models more thoroughly that she acknowledges herself. It
is also of note that this is the only trainee that had a significant dip
down in their self-rating in May.
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are eight ones in January and two in May.) This shows that
according to trainee and supervisory perceptions, the supervisors
were covering all thirty-two of these complex skills in their pro-
grams (see Appendix C for the Skill Inventory). The only skill
number that appears several times as not being covered was number
thirty: ’’Ability to integrate various techniques into therapy
sessions such as family puppet interviews, genograms, art inter-
views, family sculpting, et cetera”. This skill was given a one
three times by people in the Osborn Clinic program, and given a
one, one time in the training program at the Psychological Ser-
vices Center.
3. Overall, the supervisor in the Supervisor-guided approach
rated his trainees lower in January, than the supervisor in the
Collaborative Team approach. Also, Blount listed more fives in
May, while Coppersmith rated her trainees with many more fours
as her highest rating. For example, Blount gave his trainee with
his highest rating, trainee number three, twenty-four fives.
Coppersmith's trainee with her highest rating, trainee number five,
was given one half as many fives, or twelve fives. Coppersmith
noted that for many skills for her a four was the highest rating
because it reflected her position of training people to work on
collaborative teams.
4. Several interesting patterns emerge when the skill ratings are
examined in regards to congruency between supervisory ratings and
self-ratings in January and June. In January, the supervisor
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at the Osbom Clinic rated all of his three trainees much lower
than the trainees rated themselves (20, 33 and 18 points lower).
The ratings of the supervisor and trainees at the PSC were much
more congruent (within 3-9 points of each other)
,
except for
trainee number nine who rated himself 19 points below Coppersmith's
rating.
In May, Blount rates all three of his trainees higher than
they rate themselves (17, 29 and 23 points higher). The ratings
of four out of the six trainees at PSC in May are quite congruent
between supervisor and self-ratings (within 7, 13, 8 and 6 points
of each other). In three of these four cases, the supervisor
rates the trainees slightly higher than they rate themselves.
Trainees number four and number seven are not as congruent.
As noted before, trainee number seven rates herself lower in May,
so that her overall rating was 113, whereas Coppersmith gave her
an overall rating of 133.
Trainee number four gave himself many fives (25 fives)
.
Since Coppersmith felt that the number four rating was the highest
rating for many of the items, this trainee's rating came out
quite a bit higher than Coppersmith's (23 points higher).
This data can be interpreted in several ways that elucidate this
study. First, the information from both the trainees and supervisors
indicated that all of the thirty-two skill areas were being covered in
the training, except for skill number thirty at the Osbom Clinic. The
programs are training students in most of the areas that they stated
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were important to teach.
Secondly, looking at the supervisory ratings. Coppersmith assessed
her trainees higher during the first half-year than Blount. This
difference in the supervisory ratings appears to reflect a clear differ-
ence in the two models of live supervision. Blount’s perceptions of his
trainees in January were congruent with the Haley model of live super-
vision where the supervisor remains more tightly in charge, because
the trainees are not yet knowledgeable enough to take on more responsi-
bility. Coppersmith's ratings were consistent with her model of gradually
giving the trainees more responsibility over the year. Skill development
is interactional, and this researcher would argue that as trainees are
viewed as being more skillful, they become more confident and are able
to do more in therapy sessions.
It is the opinion of this researcher that these differences in the
ratings is not attributable to the factor of two individuals using a
rating scale differently, because in May, the supervisors rate their
trainees about the same overall.
Related to the differences in supervisory perceptions is the
congruency of the supervisor and trainee ratings. This researcher specu-
lated that when there is high congruity between supervisory and trainee
ratings, this may reflect clear feedback to the trainees as to how the
supervisor is perceiving and evaluating their skills. Also, it may
demonstrate that the trainee and supervisor are operating at a similar
level of expectation as to what the trainee should be doing.
With the training program at PSC, five out of the six self-
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ratings and supervisory ratings were very congruent in January, and four
out of the six ratings were congruent in May. However, at the Osborn
Clinic, none of the self-ratings and supervisory ratings were congruent
in January or May. The trainees in the Supervisor- guided model each
felt that they were more capable in January than the supervisor
assessed them to be, and less capable in May than Blount judged them to
be. Throughout the year, it appears that the trainees and supervisor
were operating at different levels of expectation for the trainees. Also,
the trainees were perhaps not receiving well-defined feedback from their
supervisor.
Of note, is that in May, the trainees in the Supervisor-guided
model rated themselves with many less fives than their supervisor rated
them. One of the hypotheses of this study was that the trainees at the
Osborn Clinic would have a higher comfort level of working on their own
without a team. In Blount's assessment, he did judge them to be more
comfortable with working independently than Coppersmith judged the
trainees at PSC. However, in the trainee's self-assessment, they put
themselves at about the same level of comfort as the trainees at PSC.
The data both lends credence to two of the instruments in the
study, as well as highlights some of their weaknesses. The self-ratings
in September reflect the lack of prior training of some of the supervisees
and are verified by how the trainees perform on the video task in the
fall. In May, the two trainees who rate themselves the lowest, trainees
number one and two (except for the erratic pattern of trainee number
seven) are also judged the lowest on the video task by the three raters.
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They are the only two trainees that came out with low skill ratings in
May on the video test. The agreement between the two types of rating
systems and tasks perhaps supports the authenticity of both of these
instruments
.
However, the fact that their supervisor rated trainees number one
and two much higher than they rated themselves, and the fluctuating
self-ratings for trainee number seven point out some of the weaknesses
of using self-rating and ratings by supervisors of trainees that they
are solely responsible for training. In particular, this highlights the
need to have a variety of measures in a study and not to rely only upon
the report of those within their own programs.
The dip in self-ratings by trainee number seven in May appeared
to be caused by her feeling that the more she knew, the more she became
aware of how much she still did not know. Doing the tasks in this
research study seemed to make her particularly aware of the complexities
of family therapy. As she stated in May when she was interviewed by
this researcher:
Doing the questionnaire and the tape at the end (of
the study), I realized again how little I knew. That really
brought that home to me. That experience kind of brought
home really how little I knew about all of this. Again, I
wasn't sure about this, I wasn't sure about that, I didn't
know what. So, I mean it reinforced all that I have to learn,
that part of it.
.... I learned more in this year than I ever could
have imagined. My ability to do, to say things, and to see
things in new ways. I learned those things. I also learned
how much I needed to learn. (Trainee number seven)
In summary, examining the self and supervisory ratings, several
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explanations may be given for the variation in ratings. This researcher
feels that the disparate ratings among the two supervisors reflect a
major difference in attitude toward trainee skill development between
the two models of live supervision. Also, the lack of congruency
between the supervisory and trainee ratings in the Supervisor-guided
model reflects that the trainees and supervisor were operating at
different levels of expectation for the trainees over the nine months.
The data further supports the need for a variety of methods of collect-
ing information in a case study. Finally, clearly both models are
covering the range of techniques the supervisors stated that they wanted
to teach.
In Section IV, information that was gathered regarding the skill
acquisition of these techniques is presented.
Section IV - Skill Acquisition
Process .
At the beginning of this study, both supervisors were asked to
indicate the ways in which they thought trainees would be learning each
of the thirty-two skills. In August, they were given a list of thirteen
methods of possible skill acquisition within a live supervision model;
A. Through phone interventions from the supervisor.
B. Observing other team members working.
C. Watching videos of your work or the work of others.
D. Actual experience of working in sessions with a range of
families
.
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E. Team planning on cases (for instance, pre and post sessions).
F
. Case discussion with supervisor.
G. Case discussion with team.
H. Modelling after supervisor.
I. Making presentations to professional groups about your work.
J. Trainees planning and making phone interventions.
K. Entrance into the session by the supervisor.
L. Entrance into the session by other trainees.
M. Pre-training before you began this program of live supervision.
Both supervisors were asked to review this list and to delete any
methods that they did not think would be possible within their training
models, and to add any other methods that they used that were not on the
list. No changes on the list were recommended by the supervisors.
Blount and Coppersmith were then asked to make projections in
August, based on their several years of experience in training students,
on which of the thirteen methods they thought trainees would be using
primarily to acquire each of the thirty-two skills. In January, after
the trainees had had some time in each training model, they were asked
to indicate the methods by which they perceived they were learning each
item on the skill inventory.
In May, the trainees were asked to choose methods of skill acqui-
sition again, but this time they were asked to indicate only their top
three choices. They were asked to do this because in January, several
trainees just marked A through G or A through H for how they thought a
skill was being acquired. Asking trainees to indicate their top three
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choices highlighted the ways of learning the skills which were the most
important. Limiting the number of responses that the trainees could
make also resulted in a much lower number of choices for each group.
First, this data from the supervisors in August and the trainees
in January and May was organized into six columns, with two coliomns show-
ing the methods of skill acquisition picked by each supervisor for each
skill, and four columns showing the methods agreed upon by 66-2/3% of
the trainees in each group at the middle and end of the program. In
organizing the data in this way, there was little congruency between
each individual skill on the skill inventory and how the trainees and
supervisors perceived that that particular skill was being learned.
For example, for skill number one (Accept family's definition of pro-
blem and produce change within their definition of what needs to be
different)
,
the methods of skill acquisition that were chosen were DMF
and ABCDEG by the two supervisors, and DB, DE, EFGABD and BEDH by the
groups of trainees. The skill number where there was the most congru-
ency between the four groups was number ten (Comfort with the phone
hook-up and ability to work with information passed over the phone during
a session). A, AD, AB, BAD, AD, and DAB were the methods of skill
acquisition chosen. This is the most simply stated and clearly de-
limited skill on the list.
Presenting the data in this format did not seem very useful. How-
ever, organizing the data differently allows some interesting patterns
to emerge. In Tables 4 and 5, the same data has been summarized by
compiling the number of times each method of skill acquisition for each
of the training programs was chosen by the supervisor and the trainees.
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Table 4
Methods of Skill Acquisition: Supervisor-guided Approach
SUPERVISOR
IN SUPER-
VISOR-GUIDED
APPROACH
TRAINEES IN
SUPERVISOR-
GUIDED APPROACH
IN JANUARY
TRAINEES IN
SUPERVISOR-
GUIDED APPROACH
IN MAY
METHODS OF SKILL
ACQUISITION
9
(A was
chosen 9
times)
15
(A was chosen 15
times by 2 or
more trainees)
4
(A was chosen 4
times by 2 or
more trainees)
A. Through phone inter-
ventions from the
supervisor.
3 25 12
B. Observing other team
members working.
5 25 5
C. Watching videos of
your work or the work
of others
.
15 25 7
D. Actual experience of
working in sessions
with a range of
families
.
10 24 7
E. Team planning on
cases (for instance,
pre and post
sessions)
.
12 18 12
F. Case discxission with
supervisor.
2 14
G. Case discussion with
team.
1 2
H. Modelling after
supervisor.
I . Making presentations
to professional
groups about your
work.
J. Trainees planning
and making phone
interventions
.
K. Entrance into the
session by the super-
visor.
1
L. Entrance into the
session by other
trainees
.
5 6 2
M. Pre-training before
you began this pro-
gram of live super-
vision.
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Table 5
Methods of Skill Acquisition: Collaborative Team Approach
SUPERVISOR
IN COLLA-
BORATIVE
TEAM
APPROACH
tRAINEES IN'
COLLABORATIVE
TEAM APPROACH
IN JANUARY
TRAINEES IN
COLLABORATIVE
TEAM APPROACH
IN MAY
METHODS OF SKILL
ACQUISITION
24
(A was
chosen 24
times)
13
(A was chosen 13
times by 4 or
more trainees)
4
(A was chosen 4
times by 4 or
more trainees)
A. Through phone inter-
ventions from the
supervisor.
18 31 6
B, Observing other team
members working.
15 16 1
C. Watching videos of
your work or the work
of others
.
27 28 29
D. Actual experience of
working in sessions
with a range of
families
.
14 27 26
E. Team planning on
cases (for instance,
pre and post
sessions)
.
1 6 1
F. Case discussion with
supervisor.
17 25 1
G. Case discussion with
team.
3
H. Modelling after
supervisor.
1
I. Making presentations
to professional
groups about your
work
.
2
J. Trainees planning
and making phone
interventions
.
K. Entrance into the
session by the
supervisor.
L. Entrance into the
session by other
trainees
.
10 1
M. Pre-training before
you began this pro-
gram of live super-
vision.
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This information is focused even more in Table 6 where the top five
choices of skill acquisition are listed for the supervisors in August
and then the trainees in January and May.
Discussion and conclusions
.
When examining these three tables, especially Table 6, various
patterns emerge.
1. Method D, (Actual experience of working in sessions with a range of
families) appears within the top three choices of methods of skill
acquisition of everyone, all six times.
2. Method B, (Observing other team members working) appears among the
top three choices for everyone except the supervisor in the Super-
visor-guided approach. (He only chooses B three times as a method
of skill acquisition for the thirty-two skills.)
3. C, (Watching videos of your work or the work of others) was among
the top five choices every time. It was the fifth choice by both
supervisors and the trainees each time except for in January with
the trainees in the Supervisor-guided approach, when it tied for
first place with B and D.
4. E, (Team planning on cases, for instance pre and post sessions) was
among the top five choices for everyone except the supervisor in the
Collaborative Team approach. (It was her sixth choice with it being
marked fourteen times on fourteen different skills.)
5. A, (Through phone interventions from the supervisor) is within the
top five choices of skill acquisition for both supervisors. However,
it appears only once among the trainees as one of the top five
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Table 6
Methods of Skill Acquisition:
Top Five Choices of All Supervisors and Trainees
SUPERVISOR
IN SUPER-
VISOR-GUIDED
APPROACH
SUPERVISOR
IN COLLA-
BORATIVE
TEAM
APPROACH
TRAINEES IN
SUPERVISOR-
GUIDED
APPROACH IN
JANUARY
TRAINEES IN
SUPERVISOR-
GUIDED
APPROACH IN
MAY
TRAINEES IN
COLLABOR/^.-
TIVE TEAM
APPROACH IN
JANUARY
TRAINEES IN
COLLABORA-
TIVE TEAM
APPROACH IN
MAY
D (chosen
15 times)
D (chosen
27 times)
B* (chosen
25 times by
2 or more
trainees)
B* (chosen
12 times by
2 or more
trainees)
B (chosen
31 times by
4 or more
trainees)
D (chosen
29 times by
4 or more
trainees)
F (12) A (24) c* (25) F* (12) D (28) E (26)
E (10) B (18) D* (25) D* (7) E (27) B (6)
A (9) G (17) E (24) E* (7) G (25) A (4)
C M* (5) C (15) F (18) C (5) C (16) CFG* (1)
* When various methods tied, they are simply listed in alphabetical
order.
A. Through phone interventions from the supervisor.
B. Observing other team members working.
C. Watching videos of their work and others.
D. Actual experience of working in sessions with a range of families.
E. Team planning on cases (for instance, pre and post sessions).
F. Case discussion with supervisor.
G. Case discussion with team.
H. Modelling after supervisor.
I. Making presentations to professional groups about their work.
J. Trainees planning and making phone interventions.
K. Entrance into the session by the supervisor.
L. Entrance into the session by other trainees.
M. Pre-training before the student begins live supervision.
241
choices for the trainees, in the Collaborative Team approach in May.
6. F, (Case discussion with supervisor) always appears in the top five
choices for the supervisor and trainees in the Supervisor-guided
approach. However, it appears only one time in the top five choices
for the supervisor and trainees from PSC. (That was in May when it
was rated as important for one skill, tying for fifth place with C,
"Watching videos of your work or the work of others", and G, "Case
discussion with team".)
7. G, (Case discussion with team) always appears in the top five choices
for the supervisor and trainees in the Collaborative Team approach.
However, it never appears among the top five choices of the super-
visor and trainees in the Supervisor-guided approach.
8. There were many fewer votes overall for items H-M, except for M
(Pre-training before you began this program of live supervision)
.
Coppersmith put down M on ten different skills and Blount marked it
as important for five different skills. Trainees in the Supervisor-
guided approach agreed that it was important for six skills in
January and two in May. Trainees in the Collaborative Team approach
only agreed upon its importance for one skill in January.
9. H, (Modelling after supervisor) was marked down for one skill by
the supervisor in the Supervisor-guided approach and agreed upon by
two out of the three trainees in this model as important in two
skill areas in January. Coppersmith did not mark it as important
for any of the skills. However, in an interesting break from any
other patterns, all six trainees in January in the Collaborative Team
approach marked that modelling after the supervisor was an important
method of skill acquisition for skill number twenty-eight, (Ability
to work with colleagues in a supportive and productive manner on
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team cases)
. Four out of the six trainees also indicated that it
was important for two other skills in January.
There is extensive congruency between supervisors and trainees
within each model of live supervision on the important methods of skill
acquisition. In Table 7 the top five choices of supervisor and trainees
within each training program are presented.
Table 7
Congruency of Methods of Skill Acquisition
within each Model of Live Supervision
SUPERVISOR AND TRAINEES IN COLLABORATIVE TEAM MODEL
SUPERVISOR TRAINEES IN JANUARY TRAINEES IN MAY
D B D
A D E
B E B
G G A
C C CFG
Methods D, G, B, and C were chosen three out of three times.
Methods A and E were chosen two out of three times
.
Method F was chosen (once
.
SUPERVISOR AND TRAINEES IN SUPERVISOR-GUIDED MODEL
f SUPERVISOR TRAINEES IN JANUARY TRAINEES IN MAY
D B B
F C F
E D D
A E E
CM F C
Methods F, D, E, and C were chosen three out of three times.
Method B was chosen two out of three times.
Methods M and A were each chosen once.
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At the beginning of this study, it was hypothesized for both
models of live supervision being studied that two of the main ways
trainees and supervisors would think learning was occurring was through
Method A (Phone interventions from the supervisor) and Method D (Actual
experience of working in sessions with a range of families). The data
gathered in this section confirms that Method D is one of the most
important methods of skill acquisition for both trainees and the two
supervisors
.
Method A is among the top five choices of both supervisors, but
appears only once among the top five choices of the trainees
. For the
trainees, other more comprehensive components of the training (the case
discussions, pre and post session meetings, watching videos, et cetera)
were more important. This indicates possibly that based on the trainee's
opinions, it is critical in any training program to rely upon more than
just phone-ins as the main supervisory input. The power of the phone-
ins seems to lie within a larger training context. Or perhaps, it is
too difficult to try to separate the training effect of a phone-in from
the total planning for a case. Also, another research study may be able
to structure another format for differentiating phone-ins more clearly
from other parts of the training model. For instance, the supervisor
or other trainees phoning into the therapist-trainee in the room is
actually one part of Method D (Actual experience of working in sessions
with a range of families)
.
This researcher also hypothesized that if the variation between
the two models of live supervision was consequential, then there would
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be some clear differentiation of how people think they are learning the
skills. In this data, this is reflected in the choices for Method F
(Case discussion with supervisor) and Method G (Case discussion with
team). In the Supervisor- guided approach. Method F, reflecting an
emphasis on the supervisor as the main person to receive input from on
a case, is among the top five choices of skill acquisition each time for
the supervisor and trainees. In contrast, for the Collaborative Team,
Method F only shows up once for one skill. Looking at Method G, where
the team of people is the resource for input on a case, G is always
among the top five choices for the trainees and supervisor from the
Collaborative Team, but never for the people at the Osborn Clinic. In
particular, this appears to reflect the very different ways that group
meetings were structured for each training site. At the Osborn Clinic,
this time was called a seminar period and Blount was clearly in charge
of it throughout the year. At PSC, this time was called a team meeting
and whereas Coppersmith was clearly at the top of the hierarchy at the
beginning of the year, over time the format shifted to one where she was
no longer as central.
This researcher also hypothesized that the team from PSC would indi-
cate a higher emphasis on learning from peers than the Osborn group, as
reflected in Method B Conserving other team members working) and Method
G (Case discussion with team). As presented above, only the people
from PSC chose Method G as one of the top five choices of skill acquisi-
tion each time. However, everyone except Blount, marked B among their
three choices. For the trainees, it seems that watching peers worktop
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is an important method of skill acquisition for both models. However,
the fact that the supervisor in the Supervisor-guided approach chose
Method B for only a few skills and his trainees rated it as important
for so many skills means that perhaps he could expand upon this method
of learning within the model.
Examining some of the other methods of skill acquisition, both
supervisors highlighted Method. M (Pre-training before you began this
program of live supervision) more than the trainees, except for the six
votes in January by the trainees from the Osborn Clinic. Yet, the
importance of some type of formal coursework in the skill development of
these trainees shows up both in the self-ratings and the ratings of the
trainees on the video task. Perhaps the trainees found it difficult to
acknowledge the significance of theoretical and conceptual study amongst
the vividness and immediacy of the live supervision itself.
As noted earlier, in a break from any other patterns. Method H
(Modelling after supervisor) was chosen by all six trainees in the
Collaborative Team approach for skill number twenty-eight, (Ability to
work with colleagues in a supportive and productive manner on team
cases) . This calls attention to one of the influential roles that a
supervisor can have to create a team that works well together.
This researcher thought that Methods I (Making presentations to
professional groups about your work) and J (Trainees planning and making
phone interventions) would have appeared more as methods of skill acqui-
sition by the trainees in the Collaborative Team approach. Clearly, in
the opinion of the trainees, other methods of skill acquisition were more
important. However, the fact that these two components of the training
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did not begin for the team until late December/January and the study
limited the niunber of choices that the trainees could make in May, may
have had an effect on there being less opportunity for the trainees to
choose these methods. In January, when the trainees had no limitations
upon the number of methods that they could choose, these two components
of the training program had not really begun.
Overall, the methods of skill acquisition for the trainees and
supervisors were quite congruent within each program. This may reflect
that the supervisors were clear and consistent with the trainees about
how they would be learning the models. Also, in both cases, the super-
visors were training with the methods that they stated were important in
their models.
Two weaknesses of the instrument for gathering information on skill
acquisition were highlighted during the study. One is that it does not
indicate how a method is used in practice. For instance. Method C
(Watching videos of your work or the work of others) which was a method
of learning that was important to both models was used very differently
in each of the training programs. Another weakness was that two of the
thirteen categories of skill acquisition. Method E (Team planning on
cases, for instance pre and post sessions) and Method G (Case discussion
with team) were not stated clearly enough. Method E should have been
divided into two separate methods, pre and post sessions with the team,
and pre and post sessions with the supervisor. If this had been done,
there might have been more differentiation between the methods of skill
acquisition in the two models. Also, if E had been worded so that it
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was limited to only pre and post team planning, there may not have been
the confusion that several trainees commented upon from PSC regarding
how Method E and Method G overlapped one another.
In summary
,
the data indicates that observing others working in
sessions, working with a range of families, watching videos of the work,
and pre and post sessions on families are the most important methods of
skill acquisition for both models. For the Osborn Clinic, case
discussion with the supervisor, and for PSC, case discussion with the
team, were also important. Phone-ins and pre-training were highlighted
by the supervisors as more important than the trainees rated them.
Section V - Summary
The data collected in this study from both observations and inter-
views highlights clear differences between the Collaborative Team model
of live supervision and the Supervisor-guided model of live supervision.
While both groups worked within the format of a group of trainees with
a supervisor observing the trainee-therapist from behind a one-way
mirror with a phone hook-up and videotaping equipment, the function of
the trainee group and supervisory behaviors which influenced the group
interaction were very different in each model.
In the Collaborative Team model, from the beginning, the trainees
were designated as team members that would contribute to all of the
cases, and they were given the responsibility for videotaping sessions.
Over time, the supervisor's role became less central, trainees began to
make phone-ins and do some brief team meetings and sessions without
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the supervisor. By the end of the nine months, the trainees were pro-
viding live supervision for each other. This model could be described
as an interdependent model of live supervision.
In the Supervisor-guided model, the supervisor continued to make
all of the phone-ins over the year, operate the video, and he did much
of the pre-session planning with just the trainee-therapist. He seldom
used trainee interventions from behind the mirror. Trainees did not
run any sessions, brief team meetings or seminar periods on their own.
This model could be described as a dependent model of live supervision.
In each model, supervisory behaviors and the function and roles
of the trainee group were essential differences. Feedback loops which
had a deviation/amplification effect appeared to function in each
model. In the Collaborative Team model, the more the supervisor treated
the trainees as competent, the more competently they functioned, and the
more responsibility the supervisor gave to them. In the Supervisor-
guided model, the more the supervisor treated them as beginners, the more
they viewed themselves that way and the more the supervisor remained
very structured with them.
In interviewing the trainees in May about how they experienced
their training over the last nine months, the responses from the trainees
at PSC and at Osborn had two very different emphases. The trainees at
Osborn focused on their relationship with Blount over the nine months.
The trainees at PSC focused on their relationship with each other as
facilitated by Coppersmith.
The different focuses of these two models, one dependent and one
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interdependent, were reflected in many different aspects of the two
training programs. At the Osborn Clinic, the supervisor stood by the
phone and video and next to the door where the trainee-therapist entered
the observation room. This created an enclave of the supervisor and
equipment while he was phoning in, and another enclave of the trainee-
therapist, supervisor and equipment for the brief group meetings.
In contrast, at PSC, the video was off to the side away from the
phone and the supervisor did not get involved in operating the video.
Coppersmith remained seated as she observed sessions, and in the brief
team meetings, physically everyone clustered in one group around her.
At Osborn, the group meeting to discuss cases was called the
seminar period and the focus was on analyzing the sessions that had just
transpired, interspersed with didactic information. In this meeting,
the supervisor showed video segments from sessions. Because of the time
of this meeting (right after families were seen)
,
no one reviewed these
video tapes before they were watched as a group. This did not give the
trainees any control over which segments were viewed, nor did it give
them an opportunity to desensitize themselves in private to their
’’performance” on tape. This may account for why trainees, in Blount’s
description, were not that interested in operating the video.
In contrast, at PSC, group meetings were called team meetings and
the focus was on hypothesizing about each family and planning for future
sessions. The trainee-therapist was responsible for previewing the
video, running the video in the meeting if segments were viewed, and
providing much of the basic information about a case.
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In each group, it appeared that different people were the primary
’’owners” of information about the families and interventions that were
planned out for sessions. At Osborn, the supervisor owned much of the
information by virtue of the fact that he was in charge of the videos,
wrote out in his own words final comments and directives that the
trainees should read to families, and much of the planning for sessions
was done by Blount in conjunction with the trainee just before the
session began. At PSC, the trainees were more in charge of the informa-
tion. They presented the information from the video, wrote out final
comments in their own words and were responsible for finalizing plans
for a family session.
The area of group presentations was another part of the training
program which reflected the interdependent/dependent modes of live
supervision. The Collaborative Team gave three workshops altogether,
including one where they travelled to Toronto, Canada, to present. They
did their first workshop in February which imparted the message to the
trainees that they already knew some things at that point which they
could teach to others. At Osborn, the trainees presented one local
workshop at the very end of their training. The trainees did not re-
ceive the message that they were ready to teach others until their
training program was over.
Other types of data collected during the study other than the
observations and interviews further confirm some of the differences be-
tween the two models. For instance, when Blount rated his trainees in
January on the skill inventory, they were all rated considerably
lower
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than the trainees at PSC. This reflected his stance in the supervision
that the trainees were not yet able to work more independently.
Also, examining the methods of skill acquisition, whereas Method G
(Case discussion with team) was always chosen by the trainees and super-
visor at PSC as one of their top five choices, it was never indicated as
a top choice by the trainees and supervisor at Osborn. For the group at
Osborn, Method F (Case discussion with supervisor) appeared among the
top five choices for everyone, but it was indicated only once among the
trainees at PSC.
All of these various types of collected data indicate that each
supervisor stayed congruent with their model of live supervision. They
trained students in the manner in which they said they were going to
train them. This is particularly reflected in the congruency among
trainees and supervisors within each model of live supervision on the
methods of skill acquisition. Also, according to the trainees in both
programs, all of the thirty-two skill areas on the inventory in struc-
tural and strategic family therapy were covered, except for skill number
thirty at the Osborn Clinic.
Examining the skill development of the trainees on the video task,
the trainees in the Collaborative Team model were rated higher overall
in their understanding of the Milan Model, structural model and to some
extent on the Haley strategic model. However, because of two variables
between the two groups at Osborn and PSC, it is not possible to know if
the trainees performance on the task is attributable solely to their
training program. First, none of the trainees at Osborn participated in
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any type of formal theoretical coursework that focused on structural and
strategic family therapy, while four out of the six trainees at PSC were
in a two year sequence of classes. Secondly, by the end of the training
program, while each trainee had worked with roughly the same number of
families, the trainees at Osborn had worked with less families behind
the mirror with live supervision. All the trainees worked with from
three to five families in front of the mirror with live supervision, but
the trainees at Osborn did not work behind the mirror as a group with
as many cases observing them. Rather, they saw these families on their
own, without live supervision.
The clearest result that emerged from the video ratings is that
even though all the trainees were in graduate programs, those trainees
with formal coursework oriented to the structural and strategic models
of family therapy did the best on the task.
In observing the training sites and analyzing the interviews, the
Collaborative Team did follow more of the structure of the Milan Model's
pre and post session meetings, hypothesizing about the family, and a
team approach to the case. At the Osborn Clinic, although they did
many team interventions in the Milan style, the interventions were not
worked out by the whole group hypothesizing, gathering information and
designing interventions. Rather, these tasks were organized by Blount.
This may account for some of the difference in the conceptual under-
standing of the two groups of trainees of the Milan Model.
The trainee self-ratings and supervisory ratings on the skill
inventory were congruent at PSC for five out of the six trainees in
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January and four out of the six in May. At Osborn, Blount rated all of
his trainees 18-33 points lower than they rated themselves in January
and 17-29 points higher than they rated themselves in May. This could
be interpreted as showing that the trainees and the supervisor were
operating at different levels of expectation over the training program.
In the winter, the supervisor viewed the trainees as less capable than
they viewed themselves, and in the spring, the trainees viewed them-
selves as less capable than the supervisor viewed them.
For both models of live supervision, the most important methods
of skill acquisition were observing others working in sessions, working
with a range of families, watching videos of the work, and pre and post
sessions on families. Phone-ins and pre-training were highlighted by
the supervisors as more important than the trainees rated them.
In Qiapter V, a review of research design problems, implications
of this research, and a discussion of important elements to include in
designing training programs are presented. Also included are specific
recommendations for further research.
CHAPTER V
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS FOR FURTHER RESEARCH
Introduction
Chapter V is divided into four different parts. The first is a
summary of the research. Next, four research design problems, two of
which emerged during this study and two of which are inherent in a case
study contrasting two sites, are discussed. The third part presents the
conclusions of the study including the implications of this research.
In the last part, recommendations for further research as well as
reflections on setting up and/or evaluating training programs are
discussed.
Summary
The purpose of this study was to investigate, by means of a case
study approach, the skill development of family therapy trainees in two
models of live supervision. The first model, the Supervisor- guided
approach, based on Jay Haley's model of live supervision, was examined
at the Osborn Clinic in Agawam, Massachusetts. Dr. Alexander Blount was
the supervisor, working with three graduate level trainees. The second
model of supervision, the Collaborative Team Approach, based on the work
of the Milan Group in Italy, was examined at the Psychological Services
Center at the University of Massachusetts, Amherst. In the Collaborative
Team, six graduate level trainees worked with the supervisor. Dr. Evan
Imber Coppersmith.
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Supervision has been the primary format for training in psycho-
therapy, and live supervision has been the preferred mode in the field
of family therapy in the last five years. Yet, there have been no
studies which detail models of live supervision, nor examine how these
models work in practice and/or are effective. The emphasis in this
study was to explicate each model of supervision as well as look at the
skill development of the nine trainees.
Before the training programs began, the supervisors were asked to
detail their objectives and goals as well as respond to a twenty-nine
item inventory of therapist skills in structural and strategic therapy
and a list of methods of skill acquisition within live supervision. The
inventory was created by this researcher after reviewing three models of
strategic therapy and the structural family therapy model. The skill
acquisition list was created from this researcher's own experience with
live supervision. Information received from the supervisors was then
used to complete the creation of a trainee skill inventory, a pre and
post video task for the trainees to complete, and a list of thirteen
methods of skill acquisition within these two models of live supervision.
Over a nine month period, the two training sites were observed by
this researcher, and trainees were interviewed in September and May, and
the supervisors were interviewed in January and May. The focuses of this
data gathering in the field were: (1) supervisory behaviors, (2)
function of the trainee groups, (3) programmatic differences, and (4j
physical set-up. All trainees also completed a pre and post video test
which was designed to measure their perceptual/conceptual skills in
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structural and strategic family therapy.
Trainees were also asked to rate themselves in September, January
and May on the thirty-two item skill inventory. Their supervisors rated
them on the same inventory in January and May. All participants in the
study were also asked to pinpoint for each of the skills, one or more
methods of skill acquisition.
'fhe data was analyzed in four different ways. First, the informa-
tion collected from observations in the field was presented in descrip-
tive form to outline each of the training programs in the following
five areas: (1) set-up, (2) phone-ins, (3) group meetings, (4) pre and
post session meetings, and (5) function of the trainee group. Interview
comments from supervisors and trainees which further elucidated the
description of these five areas were interspersed throughout the dis-
cussion. Secondly, a scoring key was developed by this researcher and
two independent experienced family therapists, and each response to the
video test was rated blindly by the raters in September and in May.
These responses were then compiled into summary paragraphs on the develop-
ment of each trainee and the development of each group of trainees was
compared and contrasted. Thirdly, the skill inventory ratings were
added up and each trainee's self-rating was examined in terms of con-
gruency with the supervisor's rating of the trainee. The skill inventory
self-ratings in September were examined to see if there was any corre-
lation with previous training and the rating of trainees on the pre video
task
.
Finally, the methods of skill acquisition were charted for both
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times that the trainees indicated them and the supervisors. The top
five choices chosen by each group were compared and contrasted. Also,
congruency of methods within each model of live supervision was examined.
Two other important variables that were added to the analysis
were prior training of each student and the number of families each
trainee worked with (^and whether the trainee was in front of the mirror,
behind the mirror, working with live supervision or working alone).
Research Design Problems
In this section, four research design problems are discussed; two
of which emerged during the study and two that are inherent in a case
study approach where participants are asked to do certain tasks for the
research and they are being observed at two different sites.
Two changes in the research design would have improved the effi-
cacy of the study. First, if all the trainees and the supervisor had
been given a rating session on the rating scale for the trainee inven-
tory of skills, individuals interpreting the scale differently could
have been ruled out more conclusively as a factor in the various rating
responses. In January, the supervisor in the Supervisor-guided approach
rated all of his trainees much lower than they rated themselves and
lower than the supervisor in the Collaborative Team model rated her
trainees. In May, Blount rated all of his trainees much higher than
they rated themselves. While this researcher interpreted the differ-
ences in rating as different perspectives on trainee capabilities
during the training by the supervisors, another interpretation could be
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simply that Blount was using the rating scale very differently from
everyone else. This interpretation could have been ruled out with more
surety if the trainees and supervisors had all participated in a rating
session.
Secondly, of the thirteen methods of skill acquisition, two of
them. Method E (Team planning on cases, for instance pre and post
sessions) and Method G (Case discussion with team) were not stated
clearly enough. Method E should have been divided into two separate
methods, pre and post sessions with the team, and pre and post sessions
with the supervisor. If this had been done, there might have been even
more differentiation between the methods of skill acquisition in the
two supervision models. Also, if E had been worded so that it was
limited to only pre and post team planning, there may not have been the
confusion that several trainees commented upon from PSC regarding how
Method E and Method G overlapped one another.
Two design problems are inherent within the structure of this case
study research. One is that participating in the study itself influ-
enced the training. Data was collected as to specific ways in which
individuals thought they were effected. Four of the six trainees at PSC
commented that filling out the skill inventory and doing the video task
were a good orientation for them. For instance, it sensitized them to
terminology of the family therapy models, the skills served as an out-
line of what was to come over the year, and the video segments intro-
duced some types of family problems that they might be seeing. Two
trainees also commented that doing the tasks over time gave them some
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way to measure growth that affirmed their work.
At Osborn, one trainee commented that the researcher had a low
profile and there was "no particular influence, other than maybe just
spurring us on to do a little better." Another trainee thought that in
general the study had not had much effect on the training or on Blount's
methods, other than that Blount would give a little more elaboration on
some points when the researcher was observing. The third trainee did
not think there were any significant changes that could be attributed
to the influence of the study other than he thought that Blount was
buzzing in less on the phone than he had the previous year.
Both supervisors were also asked how they thought the study influ-
enced their work or the work of their groups over the year. Neither
Blount nor Coppersmith had many specific comments on this
,
but they both
remarked that filling out the trainee inventory of skills helped them
sort out the level of each of the trainees. For Blount, rating the
trainees on the specific scales tended to put into perspective for him
how each trainee was doing compared to each other. For Coppersmith, it
provided her with a way to think about where people were, particularly
the midpoint rating in January. As she stated, "Being able to break it
down into individuals that way enhanced then, I think, our functioning
for the rest of the year."
Overall, the positive effects of the study included influencing
people to do better, it gave the trainees categories to look at the
skills they were learning, and helped the supervisors to rate the
trainees within a context. None of the trainees or supervisors commented
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on any negative effects of the study. Since the same events of the
study (observing, filling out the inventory, doing the video task, et
cetera) happened at both sites at the same point in the training, the
skew toward the positive would be roughly the same at each site.
One other research design problem that was inherent in the format
of this research was the fact that since two locations were used,
different factors that were beyond the control of the researcher could
possibly impinge on each site. Again, in questioning the participants
about this, some information emerged. At PSC, four of the six trainees
felt that the effect of the clinic on the work of the team was positive
or neutral - that they were insulated from problems within the clinic
and that it "basically was just a place where we could work." The two
other trainees felt that there was some tension working within the
framework of the clinic because some people on other teams in the
clinic did not understand what they were doing. The supervisor felt
that the impact of the clinic continued to be very positive and that it
had been all along.
At Osborn, the trainees and the supervisor described more of a
negative impact from the dynamics of the clinic upon them and/or the
training program primarily because of two factors; (1) March first saw
the folding of the family therapy program for the next year with the
announcement that Blount was leaving the clinic in the early summer,
and (2) the staff at the clinic were in the midst of unionizing.
Blount felt that the announcement of his leaving had the effect
of winding down the training a month earlier. As he said, "Usually
by
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mid-April you're winding down. Really by mid-March we were winding
down.
"
Trainee number three felt that these events took 'the winds out of
the sails' a bit for him for a period of time, but then things moved
along as they had. Trainee number one thought that the changes had some
effect on him personally at the very end, but that they did not affect
the training or family supervision that much. Because he was in danger
for a period of time of perhaps losing credits for his American Psycho-
logical Association internship, trainee number two seemed to be
affected the most. He felt that he let his caseload outside of the
live supervision drop somewhat for a period of two months.
Overall, there appeared to be a greater negative impact from
events external to the training program at Osborn than at PSC. It is
not clear how this might have then affected the study. None of the
participants highlighted a specific impact upon this research, but it is
this researcher's opinion that the external events may have intruded upon
the training program at Osborn, making the training slightly less
powerful These are aspects of a case study that are unable to be
controlled. However, there is a need for further research to study how
the larger context impacts upon clinical work.
Finally, this researcher had one idea to add to the research
design. Instead of having only individuals responding to the video
task, the group of trainees with their supervisor could also have worked
together on a video task. This researcher could have observed them as
they were doing the task, and added another level of field observation
to the study.
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Conclusions
Clear differences emerged through the collection of the data
between the Supervisor-guided model and the Collaborative Team model of
live supervision. While both groups worked within the format of a group
of trainees with a supervisor observing the trainee-therapist from
behind a one-way mirror with a phone hook-up and videotaping equipment,
the function of the trainee group and supervisory behaviors which influ-
enced the group interaction were very different in each model.
In the Collaborative Team model, from the beginning, the trainees
were designated as team members that would contribute to all of the
cases and were given the responsibility for videotaping sessions. Over
time, the supervisor's role became less central, trainees began to make
phone-ins and do some brief team meetings and sessions without the
supervisor. By the end of the nine months, the trainees were providing
some live supervision for each other. This model could be described as
an interdependent model of live supervision.
In the Supervisor-guided model, the supervisor continued to make
all of the phone-ins over the year, run the video, do much of the
session planning with just the trainee-therapist just prior to the
family session, and seldom used trainee interventions from behind the
mirror. Trainees did not run any sessions, brief team meetings or
seminar periods of their own. This model could be described as a depen-
dent model of live supervision.
As described in Chapter Four, methods of skill acquisition, as
perceived by trainees and supervisors, supervisory ratings of trainees on
263
the skill inventory and performance on the video task highlighted the
differences between the two models.
There are several implications for training in the field of family
therapy, as a result of this research. First, this study provides the
only description in the family therapy literature that this researcher
is aware of of two live supervision models through a complete cycle of
training. It is also the first study that this researcher is aware of
that differentiates two models of live supervision. Finally, this is
also the first in-depth account of the Collaborative Team model as
developed by Evan Imber Coppersmith. This study thus provides people in
the field with a precise description of the two models of live super-
vision and provides enough description so that the models can be repli-
cated.
One statement that was made in the training literature by
Thomas Todd in 1979 has been challenged by this study. He stated that
he felt it was very difficult for novice therapists to learn the tech-
niques of the Milan Group C.Gurman and Kniskem, 1981, p. 399). The
results of this study show that indeed novice therapists can obtain a
solid or sophisticated understanding of techniques and concepts of the
Milan model when they participate in a collaborative model of team
supervision in conjunction with two years of theoretical coursework.
Thirdly, this study indicated the importance of theoretical train-
ing in tandem with live supervision no matter what strategic model or
structural model was being learned. The four trainees (with one excep-
tion) who performed the best on the video task which was designed to
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measure their perceptual/conceptual skills of strategic and structural
models were all in a formal sequence of coursework focusing on these
approaches. Trainees without in-depth theoretical training did not
attain a rating above a moderate level of skill development (with some
areas of solid understanding) in the Haley, structural or Milan model
of family therapy.
The significance of theoretical study has been downplayed by some
people in the field. As Haley states in Problem-Solving Therapy (1976)
The kind of therapy emphasized here cannot be learned
by reading about it, by hearing lectures about it, or by having
discussions. It cannot even be learned by watching others do
it, although watching is valuable at certain points in the
training. Therapy is a personal encounter and a therapist
can only learn how to do it by doing it. All other training
activity is peripheral if not irrelevant. Ideally he learns
to do therapy by doing it while guided by a supervisor at the
moment the therapy is happening.
With this approach, training starts when the therapist
enters the room with a client, preferably a client and his
family. Up to that point all that can help the therapist is
some practice interviewing with simulated families so that
he can learn how to do a first interview. He can practice
saying hello to people, asking them about their problems,
getting them to talk with each other if it is a family inter-
view, and clarifying exactly what the problem is and what the
goals of the therapy are to be. He should also practice any
special techniques before they are used. Practice not only
helps the beginner know what to do and how to do it, but it
protects the client from a total novice (p. 181).
Haley also stated to this researcher before this study began that no
prior training of the students was of importance unless it was live
. .
10
supervision.
^^Jay Haley, personal communi cat ion
,
March 1980.
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The results of this study challenge Haley's stance. Theory may
not just grow only out of action. Perhaps theory informs action and
action also informs theory. Fishman and Minuchin in Family Therapy
Techniques (1981) acknowledge that they have moved more closely to a
position of highlighting the importance of both.
Fourth, the Collaborative Team model can provide a more elegant
and straightforward way of training trainers within a live supervision
format than some of the ways that are currently being designed. For
instance. Dr. Howard Liddle at the Institute for Juvenile Research and
Department of Psychiatry at the University of Illinois in Chicago, has
created a three tiered training program involving three groups and two
supervisors
:
OBSERVATION ROOM
group of other Supervisor of the group of other
trainee-supervisors trainee-supervisor trainee-therapists
trainee- supervisor
ONE-WAY MIRROR
trainee-therapist THERAPY ROOM
family
Figure 1. Model for training
family therapy supervisors.
In this training program, the trainee-supervisor has a pre-meeting
with their supervisor to plan for a pre-meeting with the trainee-thera-
pist. The trainee-supervisor then meets with the trainee-therapist to
outline the session. The session then occurs with the configuration as
depicted in the diagram. During the session, the supervisor of the
trainee-supervisor may direct him or her to coach the trainee-therapist
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in a different manner than they are doing.
After the session, the trainee-supervisor again meets with the
trainee-therapist. Sometimes the supervisor is a part of this meeting,
sometimes the trainee- supervisor has a separate meeting with the super-
visor. Also, during the week, the group of trainee supervisors and the
group of trainee-therapists each have their own meetings.
The Collaborative Team model of live supervision offers a format
in which the same types of training experiences can be provided, but
with a less complex structure. For instance, the model could be expand-
ed to a two year program where the emphasis in the second year was more
focused on providing live supervision for each other and honing super-
visory skills. An additional team meeting could be added, in which the
group commented on a metalevel on the phone-ins, supervisory behaviors
and team process. The 'supervisor of the supervisors* could take some
responsibility at the beginning of the second year for providing feed-
back to the trainees on their supervisory skills, gradually opening up
this process so that by the end of the year supervisory trainees were
providing this information to each other.
Fifth, in the literature in discussions of live supervision,
phone-ins have often been highlighted in descriptions of the process.
However, this study indicated that the context that the phone-ins are
imbedded within, from the trainees perspective, are very important, e.g.
actual experience of working in sessions with a range of families, ob-
serving other team members working, watching videos, pre and post
session planning, and case discussion with either the supervisor or the
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team. This study highlights the need for more attention to be paid to
these aspects within the training programs of live supervision. There
has been almost no discussion of these components of live supervision in
the literature. Recommendations are made in the next section of this
chapter of ways that programs can build upon these training components.
Finally, this study clearly demonstrated the powerful impact that
supervisory behavior has on trainee roles within the trainee group. The
focus in the sparse literature on training has been on the supervisee-
supervisor relationship, not on the supervisor- group relationship, nor
on the trainee to trainee interactions. Yet, this study indicated that
the role between supervisor and supervisee is of significance to how the
supervisees then work with each other. This will be elaborated upon in
the next section on reflections on training.
Reflections on Training and Recommendations for
Further Research
Reflections on training .
From this study, this researcher has drawn up a set of general
guidelines; areas to consider in setting up, evaluating, or redesigning
training programs
.
Importance of physical set-up . As demonstrated in the study
,
placement of the phone and video, length of the one-way mirror, whether
the supervisor sits or stands, size of observation room, soundproofing,
who runs the video, and time of day and week for case discussion can all
have a powerful impact upon the model of live supervision. A physical
set-up should not be accepted as a given, rather it should be
examined
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in each of the areas listed above to see if how the set-up is used is
congruent with the desired model of live supervision and outcome in
training.
For instance, working within the constraints of the physical set-
up of the Osborn Clinic if a supervisor wanted to create a training model
that was more interdependent, several changes could be instituted. (At
Osborn, there was only one six-foot mirror, the observation room was
open to others in the clinic while the family therapy group was working
and the trainees and supervisor basically had one full day to work
together.
)
First, the video could be moved to the other side of the one-way
mirror with the trainees in charge of it, and the phone could be lowered
so that the supervisor has access to it while either sitting or stand-
ing. This would have the effect of breaking up the supervisor/phone/
video enclave off to one side of the mirror.
Secondly, the case discussion time could be changed so that it
happened first in the training day. The focus in this group meeting
could then be on determining final plans for family sessions that were
going to take place later in that day Crather than on analyzing sessions
which had just occurred) . The supervisor and trainees would have had a
week in which to review tapes, think about the past session and begin to
plan for the upcoming therapy hour.
Thirdly, the training team could ask clinic members to enter the
observation room to obtain coffee and tea only in between sessions, which
the training group would indicate by opening the door. This would help
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to minimize the impact of unexpected outsiders dropping in at any time,
which understandably has the effect of the supervisor remaining more
tightly in charge of the therapy process, so that the training team can
look good in the eyes of the rest of the clinic.
Likewise, if a supervisor wanted to redesign the program at PSC
into a more dependent model, several changes could be instituted. The
supervisor could move the video next to the phone and begin to operate
it her or himself. The smaller observation rooms could be used in the
beginning, rather than later, which could have the effect of the super-
visor remaining in a more central role.
Awareness of three levels of interpersonal interaction . This study
indicated the importance of three levels of interaction in the training
- the supervisor-supervisee relationship, the supervisor-group relation-
ship and the trainee-trainee relationship. How the supervisor-super-
visee relationship was defined appeared to have important ramifications
for the other two levels of interaction. When the supervisor relates
to the supervisee throughout the training as a person one-down in the
hierarchy, feedback loops are created in which the trainee views the
supervisor as more powerful and knowledgeable than the trainee, and the
trainee continues to act less competently in their one-down position.
This then reinforces the supervisor's vision of her or himself as the
expert, and the trainee's inability to take on more responsibility. The
supervisor remains in a distinctive role within the group behind the
mirror and in planning sessions, et cetera, where he or she is always
viewed as more expert at any given point than any of the trainees. This
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appears to have the impact of the trainees maintaining the strongest re-
lational connections with the supervisor in the group, as the place where
they can obtain training expertise, rather than building a network of
expertise within the group from trainee to trainee.
If the supervisor-supervisee relationship is defined as one where
the supervisor relates to the trainee as a person working towards a
more equal position in the hierarchy with the supervisor, a different
set of feedback loops are set in motion. As the trainees view themselves
as more capable of taking on more responsibility, they begin to act more
competently, which reinforces the supervisor's vision of the capabili-
ties of the training group to move towards a working team where her or
his role is less central. The supervisor-group relationship becomes one
where the role of supervisor and trainees gradually becomes less rigidly
defined, as the group punctuates their interactions by the notion that
they all have different forms of expertise at different times. This
appears to have the effect of the trainees then building strong relation-
al working connections in the group not only with the supervisor, but
relying upon each other as well for support, knowledge, direction and
expertise.
In implementing, evaluating or redesigning live supervision pro-
grams
,
these three tiers of interaction should be taken into considera-
tion. The punctuation of supervisor- supervisee interaction has important
implications for the style of relationship which then evolves between
the supervisor and the group and within the group between trainees.
Specifically structuring trainee group functioning . This study
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also demonstrated that the roles that the trainee group takes on can be
structured in different ways. The trainees can be framed as observers,
or framed as part of a therapeutic team. They can also be defined as
trainees who work only with families, or trainees who work with families
but are also learning to do live supervision.
A particularly important aspect of structuring the roles of the
group appears to be who "owns" the information about the case. If it is
the supervisor who is in control of the information and then imparts some
of it primarily to the trainee-therapist
,
then the rest of the trainees
appear to remain in the role of observers. If it is the trainee who
owns the information about the case and shares it with the team, then
the trainees along with the supervisor seem to become more defined as a
therapeutic team.
Aspects of the training such as who decides which segments of
video to watch, who runs the video monitor while showing segments, who
writes out comments and/or homework directives for families, who keeps
case notes, all determine who is in control of the case.
Focus on all aspects of the training - not just phone-ins . Another
conclusion of this study was that the context that phone-ins were
embedded within were just as important from the trainee’s perspective as
the actual phone-in. Phone-ins were not identified as one of the top
methods of skill acquisition by the trainees. Rather, they chose methods
D (Actual experience of working in sessions with a range of families)
,
B (Observing other team members working) and C (Watching videos of your
work or the work of others) . Methods D and B point to the importance of
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3. range and number of families to work with within the live supervision
model. This reinforces the notion of group training as within this
context, trainees are exposed to the greatest number of families.
Method B as a top choice further indicates the importance of explicitly
building upon the power of the group observing each other. In this
study, trainees in both models thought that they were learning by ob-
serving others. However, it is the opinion of this researcher, that this
learning was elaborated upon more specifically in the Collaborative Team
model as the trainees were encouraged to contribute more of their own
analysis of families, their directives, phone-ins and homework interven-
tions, over the year.
The use of video (Method C) and pre and post session meetings on
families (Method E) were also chosen as top methods of skill acquisi-
tion. As described in this study, each of these methods were used very
differently within each model of supervision, yet each way had a power-
ful impact. In the Supervisor-guided model, video was used more for
post analysis of the session by the supervisor and group and for a taking
off point for didactic training. In the Collaborative model, video was
used primarily by individual trainees to gather further information
about the families and their interaction with them to be used as a data
base for planning future sessions.
Pre and post sessions were also organized very differently. In
the Supervisor-guided model, the pre session was used more by the super-
visor and trainee-therapist to plan the session, while in the Colla-
borative Team model, the pre-session was more of a time to check-in with
the finished plan that the trainee-therapist put together with the
prior
input from the team meeting. In the post-session, while the
focus on a
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final intervention for the family was the same in each model, the pro-
cess was different. In the Supervisor-guided model, the supervisor
continued to design most of the interventions, while in the Collabora-
tive model trainees took on more of this responsibility over time.
Careful attention should be paid in training programs to making
choices about which aspects of these methods of skill acquisition are
emphasized. It is not enough to state that for instance, video will be
used as an important component in the training. Specifying how it will
be used will elucidate the training model much more clearly.
Finally, Model F (Case discussion with supervisor) was chosen as a
top method of skill acquisition for the Supervisor-guided model and
Method G (Case discussion with team) was indicated as one of the top
five methods for the Collaborative Team. Although presenting workshops
did not appear among the top methods of skill acquisition, both groups
commented upon its impact in training in helping them to organize theore-
tical information and contributing to group cohesion. Also, as described
earlier, results from the video task indicated the importance of
theoretical training in conjunction with the live supervision.
A well designed live supervision program would appear to have the
integration of the following elements: a group model working with a
range of families, theoretical training, some type of team meeting where
cases are planned and discussed, use of video, pre and post session
meetings, phone-ins and presenting workshops to others in the field.
Contributions of instruments developed in this study for training.
The three instruments developed in this study can all be used to support
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and elucidate some of the aspects of training just described. The
trainee skill inventory can be used to find and identify areas of
further development for trainees. It can also be used with a supervisor
to evaluate the work of a trainee, a supervisor, or to see if there is
congruency between the trainee and supervisory perceptions of skill
development. A workshop for supervisors might have as its base, the
inventory as well as the methods of skill acquisition to help the
trainers be more cognizant of which skills they are training students in
and how they are training them.
Also, this researcher has used the skill inventory as the basis
for developing a series of skill packets for an outreach family therapy
team to be used over an eight month period to train new therapists in
structural and strategic models. The skills have been sequenced and
readings and experiences within the agency attached to each skill to
provide a new therapist with an outline of skill development.
The video pre and post test could be used to find out what informa-
tion a person has before they start training. It could also be used to
help structure questions that might be asked of people as they begin to
look at their own videos as training commences. The video format could
also be employed as part of an evaluation process of therapist skills,
if required by an agency to have some type of competency skill testing.
The methods of skill acquisition could be used within a setting
to evaluate if the full range of methods of acquiring skills are being
used, or if two or three methods are being employed to the exclusion of
others
.
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Changes in training in these two models as recommended by trainees
and/or supervisors. Participants from PSC had three recommendations to
make for changes in the Collaborative Team model. One, several people
wanted more time for planning, for instance two team meetings a week.
Some of the trainees wanted to lengthen the training program to a year
and a half or two years. Two trainees wanted more constructive criticism
from the supervisor and permission from her for the trainees to provide
more criticism to each other.
At Osborn, two trainees wanted the phone-ins to be taperecorded
so that they could listen to them later, and two trainees wanted more
time in between families for discussion.
Recommendations for further research .
The results of this study as well as unanticipated findings can
provide the basis for further study. The most obvious recommendation
would be a replication of this study but with two important changes, a
larger sample and two, controlling for prior theoretical training.
Secondly, important research would be to go out into the field and
examine how others use these models of live supervision. This would
help to further define the models and to sort out idiosyncratic behaviors
of supervisors and trainees within the models. A particularly interest-
ing component of the Collaborative Team model that could be studied in
more depth, is how the group of trainees makes the transition from the
supervisor making all of the phone-ins and doing much of the planning of
final interventions, to doing this more on their own. While this study
gathered a lot of information about supervisory changes in behavior
over
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the nine months, this researcher was only able to speculate about this
transition of the trainee group. If more data was gathered in observing
the trainees first working on their own in January, and again in March
as the supervisor begins to deliberately miss team meetings, a more
rich presentation of some of the trainee stages of development could be
presented.
Some of the participants in this study indicated several changes in
phone-ins over the year. The supervisor in the Supervisor-guided model
thought that he phoned into trainees less as they became more experi-
enced. The supervisor in the Collaborative Team model thought that in
her calls she became less directive, more strategic, and her wait time
before she called increased as the training program continued. Not enough
data was gathered on phone-ins in this study to indicate which precep-
tions of changes in phone-ins were true. Further study which recorded
a number of phone-ins while noting variables such as the number of
therapy sessions, type of presenting problem and experience level of
trainee, could provide some answers to these interpretations.
A particularly intriguing finding of this research was that the
trainees thought watching each other work was an important method of
skill acquisition. Live supervision is one of the few training modali-
ties in psychotherapy where students view each other's work. Further
study could elaborate more specifically the ways in which trainees
thought they learned from each other (such as modelling based on other
trainee's styles and learning from other trainee's mistakes) as well as
look at this format as a possible component of training in other models
of psychotherapy.
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Both groups felt that presenting workshops helped them to clarify
and understand their work more, as well as provided some cohesion for
the group. Yet, this aspect of training has barely been mentioned in
the literature. Further study could detail more specifically the bene-
fits of this component of training programs.
Finally, this study demonstrated the need for further research on
how the larger context of a training program impacts upon clinical work.
In this study, participant-observation data collection provided a rich
information base. Future study could expand these observations to
include the broader context.
The systematic documentation and analysis of the pedagogy of train-
ing for structural and strategic family therapy is in its infancy. Yet,
as this research has demonstrated, the complexities of the therapy
paradigms and the training models used to teach students about the
paradigms, offer a rich and intriguing area to study. Clarity about
purposes, processes, and the structure and format of training will serve
to support the further development of structural and strategic models,
through the strengthening of the skills and capabilities of therapists
who put these models into practice.
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APPENDIX A
Letter of Inquiry to Supervisors Regarding
Training Goals, Objectives and Skills
6/23/80
NCCF
78 Pomeroy Terrace
Northampton, MA 01060
Dear Sandy and Evan,
In trying to measure more carefully what it is trainees are learn-
ing in live supervision, it is essential for me to have a clear under-
standing of what your goals and objectives are in your live supervision
training. This will enable me to be more precise about what skills I
am examining in the study. Therefore, I would like to ask you to do
three things
:
1. Briefly outline your goals and objectives for your training program.
2. From the list on the next three pages, please circle your priorities
in terms of therapeutic skills that you think trainees should be
learning from live supervision. After each one that your circle, if
you feel it is necessary, please add a few words emphasizing what
you think is important about the skill.
3. After each circled skill on the next three pages, please indicate
with the capitalized letters A-M (see below) , the primary way(s) in
which you think trainees learn this skill.
A. Through phone interventions from the supervisor.
B. Observing other team members working.
C. Watching videos of their work and others.
D. Actual experience of working in sessions with a range of
families
.
E. Team planning on cases (for instance, pre and post sessions).
F. Case discussion with supervisor.
G. Case discussion with team.
H. Modelling after supervisor.
I. Making presentations to professional groups about their work.
J. Trainees planning and making phone interventions.
K. Entrance into the session by the supervisor.
L. Entrance into the session by other trainees.
M. Pre-training before the student begins live supervision.
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List of skills that various experts in strategic and structural family
therapy have pinpointed as important ones for family therapists to
learn: (Some of these I have phrased myself, a few have been taken
directly from experts in the field such as Tomm 8 Wright, 1979.)
1. Joining with a family (understanding the various skills involved in
joining such as mimesis, tracking, and accommodation, and operation-
alizing these skills in sessions)
.
2. Assessment skills (ability to assess a range of families and to pass
this information on to others in treatment planning)
.
3. Creating appropriate and creative interventions for a family to be
used outside a session (homework)
.
4. Understand the basic axioms of systems theory as applied to a
family unit in which a member presents with behavioral problems.
5. Understand and operationalize a range of structural interventions
such as boundary marking, restructuring moves, unbalancing, and
clarifying hierarchy.
6. Comfort with the phone hook-up and ability to work with information
passed over the phone during a session.
7. Recognize idiosyncratic language usage in the communication patterns
within a particular family and be able to use these patterns within
sessions
.
8. Ability to do an initial Haley problem-solving interview.
9. Ability to understand and work with subsystems.
10. Comfort in giving directives in session, as well as directives to be
done outside of the session.
11. Understand and operationalize team strategic interventions such as
team split, team impotence, and prescriptions from the team.
12. Understanding of theoretical concepts of structural model such as
parental child, boundaries, enmeshment, disengagement, structural
map, et cetera.
13. Understanding of theoretical concepts of strategic model such as
symmetrical and complementary relationships, triangulation, family
rules, feedback loop and counter-paradoxes.
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14. Nonverbal communication - ability to monitor nonverbal responses of
family members as well as speech content.
15. Understand and operationalize a range of strategic interventions
such as behavior prescriptions, paradoxical injunctions, illusion
of alternatives, rituals, positive connotation, et cetera.
16. Recognize the therapist experience of 'suction' into implicit rules
of the family and dysfunctional beliefs and reconceptualize the
process at a therapist - family level.
17. Accept family's definition of problem and produce change within
their definition of what needs to be different.
18. Ability to observe for family behaviors that confirm or deny align-
ments, coalitions, and splits between family members, and to be
able to use this information in treatment planning.
19. Information gathering from all members - ability to use such tech-
niques as 'gossiping in the presence' and developing tentative hypo-
theses to focus the gathering of data.
20. Seek out, understand and use family rules and myths in treatment.
21. Ability to structure interaction in sessions between family members
without the therapist acting always as a central 'switchboard'.
22. Involve the family in selecting a target problem or problems, in
setting goals, and in elaborating a plan of action.
23. Ability to work with a range of families (single parent, families
with young children, multi generational families, et cetera) and a
range of problems.
24. Use of metaphoric communication in sessions - both metaphors that
the family presents as well as the therapist's use of metaphor.
25. Accurately estimate family's capacity for change, and ability to
work with their pace.
26. Ability to work with colleagues in a supportive and productive
manner on team cases
.
27. Ability to effectively utilize supervision.
Ability to integrate various techniques into therapy sessions such
as family puppet interviews, genograms, art interviews, family
sculpting, et cetera.
28 .
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29. Long term planning on a case - looking ahead to future sessions.
30. PLEASE ADD HERE ANY ADDITIONAL SKILLS THAT YOU FEEL ARE NOT
COVERED BY THIS LIST:
31.
32.
33 .
APPENDIX B
Skills Added by the Supervisors
The three additional family therapy skills that were added to the
list (Appendix A) by the two supervisors at the Osborn Clinic and
Psychological Services Center:
1. Ability to use the experiences of therapist
as diagnostic tool in understanding family structure
and sequencing.
2. To be able to view the family's problems in a
wider societal context, including knowledge of
assessment of this wider context and ability
to intervene at the correct level.
3. Ability to intervene in the experience of 'suction*
into family patterns by constructing interventions
that change the experience of the therapist while
generating options for the family.
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APPENDIX C
Trainee Inventory of Skills -
Strategic and Structural Family Therapy
Name
Date
Brief Explanation of Clinical Training and Experience:
Directions :
Please rate yourself on the following family therapy skills that
have been pinpointed by your supervisor as skills that he or she feels
are important for you to be learning over the next nine months.
You are not expected to demonstrate complete competency in this
wide range of skills, particularly at the beginning of training. So,
please be as honest as you can in your responses.
Please circle the number which is closest to where you see your-
self at the present time .
SCALE :
Not applicable, have not worked with this skill at all.
2. Introductory level of skill (or skills), do not feel that competent
or comfortable with yet.
3. Some familiarity with, would feel competent and comfortable using
~ this skill (or skills) some of the time with a limited range of
families
.
4. Very familiar with, feel very competent and comfortable using this
~ skill (or skills) with a wide range of families in a variety of
situations, while working with a team behind a one-way mirror.
5. Very familiar with, feel very competent and comfortable using this
“ skill (or skills) with a wide range of families in a variety of
situations, while working alone.
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1 .
2 .
3.
4.
5.
6 .
7.
8 .
9.
10 .
11 .
12 .
13.
Accept family's definition of problem and produce 1 2
change within their definition of what needs to
be different.
Ability to do an initial Haley problem-solving 1 2
interview.
Understand and operationalize a range of structural 1 2
interventions such as boundary marking, restructur-
ing moves, unbalancing, and clarifying hierarchy.
Ability to understand and work with subsystems. 1 2
Comfort in giving directives in session, as well 1 2
as directives to be done outside of the session.
Joining with a family (understanding the various 1 2
skills involved in joining such as mimesis, track-
ing, accommodation, and operationalizing these
skills in sessions)
.
Assessment skills (ability to assess a range of 12
families and to pass this information on to
others in treatment planning)
.
Creating appropriate and creative interventions for 1 2
a family to be used outside a session (homework)
.
Understand the basic axioms of systems theory as 12
applied to a family unit in which a member presents
with behavioral problems.
Comfort with the phone hook-up and ability to work 1 2
with information passed over the phone during a
session.
Recognize idiosyncratic language usage in the 1 2
communication patterns within a particular family
and be able to use these patterns within sessions.
Understand and operationalize team strategic 1 2
interventions such as team split, team impotence,
and prescriptions from the team.
Understanding of theoretical concepts of structural 1 2
model such as parental child, boimdaries, enmeslunent,
disengagement, structural map, et cetera.
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
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14.
15.
16.
17.
18.
19.
20 .
21 .
22 .
23.
24 .
Understanding of theoretical concepts of strategic 12345
model such as symmetrical and complementary rela-
tionships, triangulation, family rules, feedback
loop and counter-paradoxes
.
Nonverbal communication - ability to monitor non- 12345
verbal responses of family members and use in
sessions and in planning.
Understand and operationalize a range of strategic 12345
interventions such as behavior prescriptions, para-
doxical injunctions, illusion of alternatives,
rituals, positive connotation, et cetera.
Recognize the therapist experience of 'suction* 12345
into implicit rules of the family and dysfunctional
beliefs and reconceptualize the process at a thera-
pist-family level.
Ability to intervene in the experience of 'suction' 12345
into family patterns by constructing interventions
that change the experience of the therapist while
generating options for the family.
Ability to observe for family behaviors that con- 1 2 3 4 5
firm or deny alignments, coalitions and splits be-
tween family members, and to be able to use this
information in treatment planning.
Information gathering from all members - ability 12345
to use techniques such as 'gossiping in the pres-
ence'
,
and developing tentative hypotheses to focus
the gathering of the data.
Seek out, understand and use family rules and myths 1 2 3 4 5
in treatment.
Ability to structure interaction in sessions 12345
between family members without the therapist acting
always as a central 'switchboard'.
Involve the family in selecting a target problem 12345
or problems, in setting goals, and in elaborating
a plan of action.
Ability to work with a range of families (single 12345
parent, families with young children, multigenera-
tional families, et cetera), and a range of pro-
blems .
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25. Ability to use the experience of therapist as diag- 1234
nostic tool in understanding family structure and
sequencing.
26. Use of metaphoric communication in sessions - both 1234
metaphors that the family presents as well as the
therapist's use of metaphor.
27. Accurately estimate family's capacity for change 1234
and ability to work with their pace.
28. Ability to work with colleagues in a supportive and 1234
productive manner on team cases.
29. Ability to effectively utilize supervision. 1234
30. Ability to integrate various techniques into therapy 1234
sessions such as family puppet interviews, geno-
grams, art interviews, family sculpting, et cetera.
31. Long term planning on a case - looking ahead to 1234
future sessions.
32. To be able to view the family's problems in a wider 1234
societal context, including knowledge of assessment
of this wider context and ability to intervene at
the correct level.
5
5
5
5
5
5
5
5
Addendum to Trainee Inventory of Skills:
Skill Acquisition
January, 1981
Hello!
In filling out the TRAINEE INVENTORY OF SKILLS this time, please do the
following two things differently.
1. On the top of the first page where is says, "Brief Explanation of
Clinical Training and Experience", please fill in how many families
you have worked with since September 1980 both:
A. In front of the mirror where you are the primary therapist,
and
B. Behind the mirror where you have consistently observed and/or
worked with a case.
If you have seen a number of families without live supervision since
September, please indicate that as well.
2. Please add to each of the 32 skills listed on the next four pages,
any one of the following capital letters to show how you think you
are learning the skill:
A. Through phone interventions from the supervisor.
B. Observing other team members working.
C. Watching videos of your work or the work of others.
D. Actual experience of working in sessions with a range of
families
.
E. Team planning on cases (for instance, pre and post sessions).
F. Case discussion with supervisor.
G. Case discussion with team.
H. Modelling after supervision.
I. Making presentations to professional groups about your work.
J. Trainees planning and making phone interventions.
K. Entrance into the session by the supervisor.
L. Entrance into the session by other trainees.
M. Pre-training before you began this program of live supervision.
SAMPLE:
1. Accept family's definition of problem and produce 1 2 3 4 5 AL
change within their definition of what needs to be
different
.
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APPENDIX D
Video Descriptions and Questions for Trainees
(PLEASE NOTE: THE THREE FAMILIES WHO GAVE PERMISSION FOR THESE SEGMENTS
TO BE USED IN THIS STUDY, DID NOT GIVE PERMISSION FOR ANYONE ELSE OUT-
SIDE OF THE STUDY TO VIEW THE TAPES. THEREFORE, THIS VIDEO TASK MAY NOT
BE USED BY ANONE ELSE AS AN EVALUATIVE MEASURE.)
Family #1
(FOR THE STUDY, THE TRAINEES HAD A DESCRIPTION OF EACH FAMILY THAT
WAS HALF A PAGE TO A PAGE LONG. HISTORY OF THE PRESENTING PROBLEM,
COMPOSITION OF THE FAMILY, WORK, ETHNIC, AND RELIGIOUS CONNECTIONS WERE
ALL PRESENTED. GENOGRAM INFORMATION WAS ALSO PROVIDED FOR THE SECOND
FAMILY. HOWEVER, TO PROTECT THE ANONYMITY OF THE FAMILIES, WHAT HAS
BEEN INCLUDED HERE IS ONLY A BRIEF DESCRIPTION OF EACH FAMILY.)
Description :
This family consists of four members - father, mother, teenage
daughter and a son who is in elementary school. The teenage daughter
has been hospitalized for seizures in both medical and psychiatric
hospitals several times over the last couple of years. However, a
physiological basis for these seizures has not been found.
Parents separated about two years ago, and recently moved back
together after their daughter was in a psychiatric hospital for several
months
.
Video excerpt :
The family has been asked to do two tasks in this video without
the presence of a therapist. First, they are asked to plan a meal
together. Then, they are asked to answer some questions about particular
family roles (such as, "Who is the most bossy in the family?")- Pood
has been provided for them at the front of the room.
Questions
:
BASED ON WHAT YOU HAVE SEEN ON THE TAPE AND THE INFORMATION WRITTEN
DOWN ON THE FAMILY, PLEASE ANSWER THE FOLLOWING QUESTIONS AS
BEST YOU CAN:
1. Draw a structural map for this family.
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2. What are some structural interventions that you would use with this
family in session?
3. Suppose you were doing an initial Haley problem-solving interview
with this family. Outline how you would proceed with the interview,
including a few sample questions that you would ask.
4. Write a brief analysis of this family using as many of these terms
as you can, that apply: symmetrical and complementary relationships,
triangulation, family rules, feedback loops, 'rule of rules', and
'one down' position.
5. What are some of the ways that you think a therapist could join with
this family?
Family #2
Description :
This family consists of four generations that have lived together
at various times over the past several years. It includes mother and
father, their two teenage children, four older children who do not
currently live full-time in the home, maternal and paternal grandmothers
and three grandchildren.
Presenting problem is that the youngest child of mother and father
has refused to walk or talk for most of the last two years. This teen-
age child was hospitalized for several months, extensively tested and no
physical problems were discovered.
Video excerpts :
Excerpts are shown from two family sessions with a therapist. The
family has been in therapy for about ten months and the I.P. is currently
very mobile, participating in school, sports, dances, et cetera. In the
first session, the I.P. speaks to the family face to face for the first
time in two years.
The second excerpt is from the next family session about three
weeks later. The oldest sibling (who has a long history of psychiatric
hospitalizations) has begun to shew some symptoms.
Questions:
BASED ON WHAT YOU HAVE SEEN ON THE TAPE AND THE INFORMATION
WRITTEN DOWN ABOUT THE FAMILY, PLEASE ANSWER THE FOLLOWING
QUESTIONS AS BEST YOU CAN:
1. Would you use a structural or strategic model in working with this
family, or some aspects of both? Give reasons for your choices.
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2. Depending on the model that you chose, describe some interventions
that you might use with this family.
3. What are some of the ways that you think a therapist could join with
this family?
4. What types of information gathering or assessment techniques would
you use to gather more information on this complex family system?
5. What are some team interventions that you might use with this family?
Family #5
Description :
This family consists of eight members, mother, father, three teen-
age daughters, and three sons. Also present in the session is a religious
counselor who has been a close friend of the family for many years. This
counselor has provided marital counseling for the parents, and at one point
one of the spouses thought there was a romantic link between the coun-
selor and the other spouse.
The second teenage daughter is the I.P. and has had difficulties
with drug abuse, running away, and petty stealing.
Video excerpts :
The family is shown interacting in four different parts of a family
puppet interview:
A. Picking a name and introducing their puppets (therapist is in
the room)
.
B. Planning and first run of the puppet show (therapist is behind
the one-way mirror)
.
C. Answering two questions (therapist is in the room)
:
Which puppet character would you least like to be?
Which puppet character would you most like to be?
D. Discussing how the puppet show is like how things are at home
(therapist is in the room and religious counselor is behind
the one-way mirror)
.
Questions:
BASED ON WHAT YOU HAVE SEEN ON THE TAPE AND THE INFORMATION WRITTEN
DOWN ABOUT THE FAMILY, PLEASE ANSWER THE FOLLOWING QUESTIONS AS
BEST YOU CAN:
1. Draw a structural map for this family.
2. How would you work with subsystems in this family?
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3. What are some homework interventions and directives that you might
give to this family?
4. What are some metaphors, metaphoric language or stories that you
might use with this family?
5. What do you think are some of the family rules? Support your answer
with information from the tape or description of the family.
APPENDIX E
Interview Questions for Trainees and Supervisors
Interview Questions for Trainees at the Beginning of Training
1. Have you ever worked in front of a one-way mirror before?
2. Have you ever videotaped your sessions?
3. Have you worked with a phone hook-up before?
4. How many families do you estimate you have seen?
5. What do you imagine the experience of live supervision will be like?
6. IVhat have you heard from colleagues and other students and friends
about live supervision?
7. What do you feel your area of greatest strength is in working with
families?
8. In what area do you feel you have the most to learn in working with
families?
9. What do you think will be the most helpful aspects of supervision in
the model of live supervision that your supervisor is using?
10. What is your fantasy of what your first phone call will be?
11. What function or role do you think your supervisor will take on in
phoning in to you?
12. What, if anything, do you think you will learn from your peers?
13. Is this your major training committment this year? If not, what is
your first committment?
14. Are there any particular things that you think you will learn from
the group behind the mirror?
15. What do you want to learn over the next nine months about family
therapy?
Interview Questions for Trainees at the End of Training
1. How has the live supervision changed in your training (if at all)
,
from your vantage point, between September and now?
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2. If you could change one thing about your experience this year what
would it be?
3. Is there some way that the live supervision could have been modified
so as to have been more helpful to you?
4. In the fall, you said that you had the most to learn in family therapy
in the areas of (FILL IN RESPONSE HERE FROM THE FIRST INTERVIEW;)
.
How would you assess your skills in those areas now?
5. In the fall, you said that your greatest strengths in working with
families were (FILL IN RESPONSE HERE FROM THE FIRST INTERVIEW)
.
Would you still agree with your thoughts then?
6. In the first interview in the fall, you thought that you would learn
(FILL IN RESPONSE HERE FROM THE FIRST INTERVIEW) from the
group behind the mirror. Did that happen?
7. Did you make any phone-ins over the year? (If the response is yes,
proceed to a. and b.)
a. When did you begin to make them?
b. How comfortable do you feel now with calling in on the phone?
8. What was the most useful phone call that you received?
9. How did you use videos over the year in team supervision? Outside
of team supervision?
10. Did you or your team make any presentations, do any workshops, et
cetera? If so, how do you see them contributing or not contributing
to your training experience this year?
11. How do you think this study influenced or did not influence your
work or the work of your supervisor and the team this year?
12. What do you think the effect of the clinic has been (if any) on your
work or the work of your supervisor and the team?
13. What are your future plans for any further type of team work, live
supervision, family therapy training?
14. In the fall, you thought that the most helpful aspect of live super-
vision in these nhe months of training would be (FILL IN RESPONSE
HERE FROM THE FIRST INTERVIEW) . Did you find that to be true?
Interview Questions for Supervisors in January
1. Please describe the structure and format of your
supervision model
at this point.
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2. How has the supervision changed (if at all) between September and
January?
3. How have you used video in the supervision?
4. How have you used any didactic materials, workshops, or workshop
presentations as part of the learning process?
5. If you could change two or three things about the supervision, what
would they be?
6. What do you think has been the most potent aspect of the supervision
so far?
7. Any other things that you've thought about in particular re the
supervisory process that I haven't asked you about?
Interview Questions for Supervisors in May
1. How has the structure and format of your live supervision changed,
if at all, between January and May?
2. How do you think this study influenced or did not influence your
work and the work of the group (team) this year?
3. What do you think the effect of the clinic has been (if any), on
your work and the work of the trainees?
4. One thing I noticed while doing this study, was differences in the
physical set-up in terms of where the phone was placed, the length
of the one-way mirror, how the video is used, space in the observa-
tion room, et cetera and I think that definitely effected what could
happen with the group behind the mirror. Can you talk some about
how you planned out where the phone was placed, how the mirror was
put in there, or did those things happen before you were here?
5. Who would you say was in charge of the video of any given session?
6. What do you think the effect of workshop presentations was on the
training?
7. How would you compare this group of trainees with other previous
groups (teams) that you've worked with?
8. If you could change one thing about the training experience over the
last year, what would it be from a supervisory standpoint?
9. Do you have any things that I haven't asked you about that you've
been thinking about the training experience that you'd like to add?
APPENDIX F
Scoring Key for Responses to Questions in Appendix D:
Video Descriptions and Questions for Trainees
FAMILY #1
Question No. 1 ; Draw a structural map for this family.
INFORMATION TO LOOK FOR IN TRAINEE RESPONSES (AGREED UPON BY ALL THREE
RATERS)
A. Mother, Father, son and daughter all on same hierarchical level.
B. Coalitions: Son and mother
Daughter and father
Responses might include references to how daughter and father are
both described as quick tempered, their seating arrangement at
times (daughter on father's knee) or references to how mother and
son are seated, physical contact between them and how mother and
son are both described as introspective and lackadaisical.
C. Mom and Dad, rigid boundary, conflict triangulated through daughter.
D. Unstable shifting alliance of three against one for periods of time,
where one person is "out" of the family.
Question No. 2 : What are some structural interventions that you would
use with this family in session?
INFORMATION TO LOOK FOR IN TRAINEE RESPONSES (AGREED UPON BY ALL THREE
RATERS)
A. Move kids out from between parents through shifting seating arrange-
ments, directly addressing parents, blocking kids from parental
conversations. Goal would be to let parents complete transactions.
B. Boundary around kids as separate subsystem. Test out what happens
between brother and sister. Bring son into sibling unit by inquir-
ing how he gets into 'trouble' - what kinds of kid-like things does
he do.
C. Clarifying hierarchy with the parents in charge - for instance getting
them to agree on tasks for the family or the kids.
D. Unbalancing intervention - ally with Mom or with Dad to throw balance
of power one way or another.
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E. Emphasize that son is 11, not 30 (he acts like Mora's confidant much
of the time)
.
Question No. 3 : Suppose you were doing an initial Haley problem-solving
interview with this family. Outline how you would proceed with the inter-
view, including a few sample questions that you would ask.
INFORMATION TO LOOK FOR IN TRAINEE RESPONSES (AGREED UPON BY ALL THREE
RATERS)
A. Social Stage: Make contact with all members, join with them,
acknowledge importance of each person being there,
find out a little about each person's day to day life.
B. Problem Stage: Begin with parents, asking them question such as. What
do you see as the problem in this family? Help family
to focus on one or two problems. Ask questions that
clarify problem, break the problem down into small
sequences of interaction, i.e. How long has the pro-
blem been going on? What have you tried so far? What
has worked? What hasn't worked? What is each family
member doing when this problem occurs? What do you
do next?
C. Interaction Stage: Family members are asked to talk with each other
about the problem, or bring the problem action into
the room.
D. Goal Setting Stage: Family is asked to identify what changes they
want
.
Question No. 4: Write a brief analysis of this family using as many of
these terms as you can, that apply: symmetrical and complementary re-
lationships, triangulation, family rules, feedback loops, 'rule of
rules', and one down position.
INFORMATION TO LOOK FOR IN TRAINEE RESPONSES (AGREED UPON BY ALL THREE
RATERS)
A. Symmetrical escalation of parents.
B. No one in this family wants to be in a one down position and if
everyone is not 'equal', then the person not up in the hierarchy
with everyone else is seen as one down.
C. Rule of rules: all are equal.
D. Kids are triangulated into parental dyad, particularly daughter.
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E. Parents need to move toward a more complementary relationship in
some areas to work out a satisfactory quid pro quo for their marri-
age.
F. Humor recalibrates the system
- provides a feedback loop that avoids
tension as well as avoids acknowledging that any one person is in
charge.
G. When things get heated between mother and father, it is hypothesized
that the daughter's symptomatic behavior serves a feedback function
to unite parents.
H. Family rules: mother and son are close, they go to each other.
Father and daughter are alike.
Sample response:
One would have to assume that the daughter's symptoms serve to
maintain the focus on her and thus prevent parents from dealing with their
conflicts. This triangulated relationship with the daughter supports
the 'rule of rules' that mother and father cannot assume leadership in
their relationship. They are in a symmetrical battle and have not worked
out quid pro quos in their marital unit. The son acts as a bridge
between parents at times as well. He interprets and passes information
between the two of them.
When things get heated between mother and father, it is hypothesized
that the daughter's symptomatic behavior serves a feedback function to
unite parents. Most noticeable in this family is the confused hier-
archy and enmeshed boundaries which suggest relationships are symmetri-
cal - i.e. everyone is equal. Also, members of the family try to avoid
being in a one down position, which would be an unequal position with
everyone else.
Humor seems to recalibrate the system by providing a feedback loop
which avoids tension as well as avoids acknowledging that any one person
is in charge.
Question No. 5 : What are some of the ways that you think a therapist
could join with this family?
A. Humor, joking, teasing.
B. Physical touch.
C. Joining with them around
individuals to live with
what it must be like as a family and as
the seizures.
D. Connote son's behavior as very helpful- note how he tries to facili
tate things.
E. Use of hands, active movements.
F. Go through mother at first as spokesperson/organizer.
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FAMILY #2
Question No. 1 : Would you use a structural or strategic model in working
with this family or some aspects of both? Give reasons for your choices.
A. Use both structural and strategic, but with more emphasis on
strategic interventions. Reasons for emphasis on strategic model
might include:
1. Rigid family with long history of difficulties.
2. Symptomatic behavior functions within multi generational
family (four generations)
.
3. Communication patterns in this family are so indirect, dis-
qualifying and convoluted.
4. Feedback from family when tried structural intervention of
mother and daughter talking about what it is like without the
daughter living at home with her mother.
Question No. 2 : Depending on the model that you chose, describe some
interventions that you might use with this family.
A. Structural Interventions:
1. Set boundaries between generations, subsystems, individuals.
2. Parents in charge, for instance in charge of getting other
family members in to sessions.
3. Unbalancing intervention where throw power to the father.
B. Strategic Interventions.:
1. Positive connotation of symptom, i.e. I.P. is loyal to the
family by allowing them all to show care and concern for her.
2. Relabeling of symptom as a behavior that helps the family not
to grow old by I.P. choosing the behavior of a much younger
person. By this she is helping the whole family.
3. Go very slowly and deliberately - parents have had a lot of
experience in parenting and they are the experts.
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4. Sibling rescue where all the kids are put on one plane and
either all are crazy or none are crazy.
5. Ritual not mentioning the word change that thanks first the
I.P. and now the oldest sibling for helping the family.
Oldest sibling at this point is helping I.P. to have more
space to be a teenager and is also protecting grandchildren
from being the next people in the family that everyone will
show care and concern for.
Question No. 3 : What are some of the ways that you think a therapist
could join with this family?
A. Join with Dad as a hard worker - work ethic.
B. Raising children - emphasizing all that the parents know.
C. Present them as a dedicated family. Even after all they have been
through the kids are close to home, help out a lot, et cetera.
D. Non-verbal body language.
E. Go at their slow pacing.
F. Use their language of closeness, love, no fighting, et cetera.
G. When all family members are there, join with each around the united-
ness of this family - that the input is needed of all of them.
H. Discuss medical problems.
I. Go through mother as spokesperson at first.
Question No. 4 : What types of information gathering or assessment
techniques would you use to gather more information on this complex
family system?
A. Gossiping in the presence to gather more information about alliances,
coalitions, placement in family - all of which is very covert.
B. Session at home with grandparents from both sides of family.
C. Bringing in sons-in-laws, other extended family.
D. Contact any outside agencies involved with this family.
E. Genogram.
F. Interventions that test out what kind of stress the family system
can tolerate, i.e. telling them not to change anything for two
years, that things must remain the same.
307
G. Hypothesizing about dyadic and triadic relationships in the family,
then using the technique of circularity to hypothesize about how the
whole system works.
Question No. 5 ; What are some team interventions that you might use
with this family?
A. Team splits, i.e. team thinks one thing, therapist thinks something
else. This might bo done in such a way as to pull the resistance
of the family towards the team rather than towards the therapist.
An illusion of alternatives might be offered where the team thinks
there should be fast change in a particular area whereas the thera-
pist thinks there should be slow change.
B. Team presented as experts - they know something that has worked in
other difficult situations.
C. Team rituals.
D. Member from team come in and thank oldest sibling for all she has
done - give her a symbolic rose, ot cetera.
D. Have male team member call father on the phone to bring male presence
into a family of predominantly women.
E. Unbalancing intervention where male members join with Dad - throw
the power to him.
FAMILY It 3
Question No. 1 ; Draw a structural map for this family.
A. I. P., top of hierarchy, religious counselor next, then parents with
perhaps mother lower than father.
B. Three boys not differentiated or listened to as individuals.
C. Parents conflicted - Dud out talks mom. Conflict detoured through
I.P.
D. Diffuse boundary between parents and kids.
E. Dad and oldest son allied.
F. Oldest daughter as 'good' shy kid. I.P. as 'bad' exciting
kid.
G. I.P. over Involved with father. Oldest daughter, over
involved with
mother.
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H. I.P. stabilizes triangle of parents and religious counselor.
Question No. 2 : How would you work with subsystems in this family?
A. Have three boys do something together, empower them.
B. Parents together as a subsystem doing tasks such as managing be-
havior of I.P. when she comes home on home visits.
C. Work with two girls as one subsystem - move I.P. out as head of
family and parental child.
D. Gradually move religious counselor out of parental subsystem to
person outside of the family.
Question No. 5 : What are some homework interventions and directives
that you might give to this family?
A. Tasks where parents have to agree on something and follow it through.
B. Ask for list of changes parents want in the family, both in a list
that they do separately and a list they do together. Idea would
be to try to assess what they agree and disagree on.
C. Dad does all this work on the job of being an authority - let him
come home and take a vacation, a break from it.
D. Highlight mother's competence - for instance a task where father
writes down all the areas of parenting that she handles each day.
E. Ask I.P. to keep doing things that will make the other kids look
good (relabeling her behavior as something that is helpful)
.
F. Positively connote how I.P. has been acting as the oldest in this
family - testing out the rules et al. and how this makes things
easier for oldest daughter.
G. Three sisters teach each other some of the skills that each of them
has
.
H. Religious counselor - appropriate outsider tasks like helping the
kids with religious education.
Question No. 4: What are some metaphors, metaphoric language or
stories that you might use with this family?
A. Talk about farming, growing, nurturing and caring for the family.
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B. Pretend they are living on a farm. The farm only works when there
is an appropriate distribution of labor and chores. Age appropriate
responsibilities are to be decided by parents.
C. Story about an outsider vho tried to help and found that the best way
he or she could help was to leave people to their own resources.
D. Story of a family that were being parented by one grandparent and
one older sibling - and how they found that they needed both parents
back into the family for things to go well.
Question No. 5 : What do you think are some of the family rules? Support
your answer with information from the tape or description of the family.
A. Anyone can interrupt anyone else (do it throughout puppet show when
therapist is not in the room)
.
B. Everyone is on the same level much of the time - hierarchy is un-
clear.
C. Can't criticize religious counselor in any way.
D. Mother is incompetent.
E. Open boundaries with outside world.
APPENDIX G
Sample Video Ratings of Trainees
TRAINEE # 9 IN SEPTEMBER:
Rater # 1
Obviously the trainee's strength, which appears to me as being
limited, rests in his/her below average understanding of the structural
model of family therapy. There is some grasp of mapping interactions
but she/he clearly needs more training in this assessment area. With-
out question there is a lack of knowledge of all phases of the strategic
model of family therapy.
The trainee strength appears to be in the area of designing inter-
ventions regarding boundary building and establishing appropriate parental
hierarchy. I do believe however, that the trainee lacks a sound theore-
tical base needed to offer explanations as to why he/she was designing
these interventions.
Rater # 2
This trainee has a stronger grasp of the structural model than the
strategic and in fact mentioned he/she was unable to make distinctions
between the two. He/she has developed a rough idea of how to approach
an initial interview with the problem solving paradigm, but doesn't
focus on behavioral problem description. Concepts of symmetrical escala-
tion, triangulation and the role that humor plays in Family # 1 are
clear. Yet, there seems to be a lack of understanding just how inter-
actional these concepts really are. He/she talks about boundaries in-
directly but seems to realize that generational alliances are beneficial.
However, how they can be beneficial in the overall context of realigning
the family hierarchy never comes through clearly.
Strategic theory is weak and team usage is unclear. Joining
ability is minimal for this trainee at this point in time, yet some
notions about how to join with a family were right on the mark.
Rater # 3
Trainee # 9 has a beginning understanding of the structural model
and in fact his/her analysis of families by structural maps is reasonably
good. However, the range of interventions, directives and techniques
conceptualized by this trainee to work with their assessment are narrow.
Joining skills and homework for outside the session seem in particular
to be weak.
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Little understanding is demonstrated by this trainee of strategic
models. She/he does not know what a Haley problem-solving interview
is (although she/he intuits two of the possible things that might happen
in a Haley interview). He/she does not show an understanding of any
^iiffctentiation of strategic models, nor a sense of how one might work
with a team in strategic interventions. She also does not give a sense
of knowing when a strategic model might be used as the model of treatment
of choice.
She/he did have some rudimentary assessment skills of the strategic
models, showing an understanding of concepts such as triangulation,
symmetrical escalation, et cetera. However, she showed no knowledge of
a range of strategic interventions such as positive connotations, re-
framing, prescribing the symptom, rituals, therapist’s impotence, et
cetera, nor how to work with the complexities of Family # 2.
TRAINEE # 6 IN MAY:
Rater # 1
It is my opinion that the trainee did an outstanding job with the
task. The trainee demonstrated very clearly that she/he had a very
solid understanding of the theory and practice of structural/strategic
family therapy. All of the questions were answered very competently
and accurately. A good example was the initial structural map which
included all of the following concepts; conflict in the marital dyad
detoured through the daughter, an alliance system of raother/son, father/
daughter, and enmeshed boundaries in one map. It was very evident to
me that the trainee has a very broad knowledge base and was very capable
of describing and expanding upon what he/she was learning. It was
outstanding!
Rater # 2
This respondent appears to have a rather solid understanding of
both structural and strategic approaches to working with families.
Strengths in the structural model have to do with his ability to recog-
nize coalitions, and to set boundaries. There was an apparent lack of
any discussion about the importance of hierarchical considerations,
specifics about working with subsystems and very little discussion
about joining. Nonetheless, this person was extremely cognizant of how
to conduct an initial family interview.
The greatest strength for this respondent involved his understand-
ing of the strategic approach. He used the team well, understood a
variety of assessment means, used paradoxical interventions in a particu-
larly creative fashion with the third family. Metaphors were used well
and seemed to be appropriately directed to family conflicts around rules
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and communicational modes. It was difficult to tell how well this
person might be able to get the interactional conflict alive in the
session, but the systemic understanding of the family's problem seemed
clear.
Rater # 3
This trainee clearly has a sophisticated understanding in both
structural and strategic models of family therapy. In particular, he/
she is very strong in structural mapping and assessment, including
complex family configurations. She/he demonstrates a good understanding
of how to work with subsystems and a variety of structural interventions
beyond just physically changing people around. Another area of strength
seems to be metaphoric work with a family. Also, she/he shows a clear
understanding of the Milan Model including some aspects of information
gathering techniques and team interventions, as well as the Haley
strategic model. This trainee is concise about when a strategic model
might be used as opposed to a structural model.
The few areas that this trainee could improve are in perhaps a
clearer understanding on some of the theoretical terms used in the
strategic models and give more elaboration on some of his/her inter-
ventions .
APPENDIX H
Sample of Letter of Inquiry to Experts
in Family Therapy Training
February 23, 1980
Box 819
Leverett, MA 01054
(413) 549-0623
Family Therapy Institue of Washington, D.C.
4602 North Park Avenue
Chevy Chase, Maryland 20015
Dear Mr. Haley,
I am writing to you because you are an international leader in
the field of family therapy and you have been training family therapists
for some time. I am presently a doctoral student at the University of
Massachusetts and for my dissertation, I plan to evaluate, compare, and
contrast two models of live supervision that are currently being used in
the Amherst area. Live supervision is an integral part of most training
programs in family therapy, yet little research has been done on which
aspects of it are most effective.
In the interest of differentiating more carefully the models of
live supervision now in practice in the field of family therapy, I would
be very appreciative if you would answer the following questions. I
will write the questions here. However, realizing that you will
probably not have the time to write a response, I would like to call you
on Wednesday, March 5th at 9:00 a.m. at your office at the Family Therapy
Institute, and with your permission, tape record your responses over
the phone. I know that this may not be a time when you can be in your
office, and so I have enclosed a stamped and addressed postcard that you
can use to inform me of another time to call. Or, please leave word in
your office when I call on March 5th, as to when I might call you.
Thank you very much.
The first six questions are very focused - the last three are
pirpose fully more open-ended.
1. When you provide live supervision, do you have a group of
people behind the one-way mirror or just the supervisor?
a. If there is a group, is one person designated as the
supervisor?
b. If so, what is the function of the others (i.e. observers,
peers that contribute to peer supervision, a team in the
style of the Milan Group, et cetera)?
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2. Do you use a phone hook-up for live supervision?
a. If so, who phones in?
b. If it is primarily the supervisor who phones in, does
he or she check with others behind the mirror as to the
content of the phone-in or not?
c. If it is other members who phone in, how is it decided
when and how a phone intervention should be made?
3. Do people from behind the mirror enter the therapy session
from time to time?
a. If so, who usually does it?
b. What is the function of going into the session?
c. How many times over a year's training course with one
person do you estimate someone enters the session?
4. Does the role of people behind the mirror change over time as
they gain more expertise, or does it remain the same?
a. If it changes, in what ways do you see it change?
b. If the role stays the same, what is the rationale or
explanation you give for this?
5. Do you use any of the team interventions as described in
Paradox and Counter-Paradox (Selvini-Palazzoli et al., 1978)
such as team split, team impotence or prescriptions with the
group behind the mirror?
a. If the answer is yes, do you use these types of inter-
ventions with all groups of trainees (if the family
situation calls for it) or only with certain groups of
trainees?
6. Does the trainee in the room come back behind the mirror to
discuss the case during the session?
a. If the answer is yes, when during the session?
b. How frequently?
7. What do you think is the mosrt effective aspect of live super-
vision?
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8. What amount and type of training do your trainees generally
have before beginning live supervision?
a. Of that training, which experiences do you think are
the most important?
9. Are there any particular stages of development that you have
identified that trainees pass through over a year's program
of extensive live supervision?
Yours
,
Janine Roberts
APPENDIX I
Letters of Consent for Families and Trainees
Letter of Consent
We agree to allow approximately fifteen minutes of a family session
that has been videotaped of our family to be used in a research project
at the University of Massachusetts. We understand that this research,
that is being conducted by Janine Roberts, is a study of live supervision,
a particular form of training for family therapy interns.
We understand that this video will only be shown to ten trainees
at the Osborn Clinic and at the Psychological Services Center at the
University of Massachusetts, and to three experienced family therapists
who will be acting as independent raters of the trainee responses. We
understand that our family name will be erased from any portions of the
tape, and that we will be guaranteed anonymity in any descriptions of
our family. After the tape is shown to the people in the study, it will
be erased.
We understand that all information will be treated as confidential
and that we have the right to withdraw from the study at any time.
Signed
Date
_
Signed
Date
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Live Supervision Study
Informed Consent Form
I understand that Janine Roberts' case study of the effectiveness
of live supervision asks participating trainees to answer a questionnaire,
be interviewed, and answer questions based on videotaped segments of
family interaction. This will happen three times during the year, and
the total time will be approximately three and one half hours each of
the three times.
I understand that the interviews will be audio taped, but that
after the completion of the study they will be erased.
I understand that my name will not be mentioned in any reports and
that all information that I give will be treated as confidential.
I also understand that I may, at any time, refuse to answer any
questions and that I have the right to withdraw from the study.
I hereby give my voluntary consent to taking part in this project.
Signed
Date
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Live Supervision Study
Informed Consent Form
I understand that in Janine Roberts' case study on live super-
vision, she will be observing the team behind the one-way mirror from
one to three times over the next nine months. She is not observing
my family, but rather how the team works, as part of her research to
assess why this model is so effective.
I understand that she may tape some of the team comments, but not
portions of our family interview.
I understand that my name will not be mentioned in any reports
and that the focus is on the team work, not our family session.
I also understand that I may, at any time, withdraw from this
study.
I hereby give my voluntary consent for Ms . Roberts to observe the
team while they are working with our family.
Signed
Date

